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PRELIMINARY NOTES ON THE ANAPHY- 
LACTIC SKIN REACTIONS EXCITED IN 
HAY-FEVER SUBJECTS BY THE POL- 
LEN OF VARIOUS SPECIES OF PLANTS. 


By J. L. GoopAaLe, M.D., Boston. 


THE object of the following paper is to de- 
scribe the reactions occasioned in hay-fever pa- 
tients, by the application of various pollen ex- 
tracts to an abrasion of the skin. In 1911, Noon! 
and, later, Freeman, showed that for the grasses 
occurring in England, a definite skin reaction 
followed such an application, characterized by 
the appearance of a raised welt, having the as- 
pect of urticaria. Clowes* in 1913 reported a 
similar manifestation excited by ragweed. So 
far as I have been able to determine, no similar 
tests have been undertaken with reference to 
other classes of plants. 


In the immunizing experiments of both these 
observers, and in the earlier work of Dunbar, 
the mucous membrane of the eye and nose was 
chiefly selected for carrying out the tests, and the 


skin reactions were noted rather in the light of | 


an associated phenomenon, without special diag- 
nostic or therapeutic significance. 


In a recent paper*® I have called attention to 
the value of the skin reaction in the recognition 
of a state of sensitization to horse serum, exist- 
ing in patients with horse athma. In five pa- 
tients with horse asthma the application of diph- 
theria antitoxine to an abrasion of the skin pro- 
duced within a few minutes sharply localized 
edema and reddening. In perennial vasomotor 
rhinitis and in hay-fever subjects unaffected by 
the neighborhood of horses, no skin reaction was 
noted from the test with horse serum. In this 
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duce pollen in sufficient quantity to be a 
material factor in the causation of hay-fever. 

The extracts were prepared by soaking the 
pure pollen for 24 hours in 15% dilution of al- 
cohol, and filtering. For certain classes of 
plants, maceration of the flower heads or of the 
clipped stamens was necessary, as a sufficient 
quantity of pollen could not be shaken from 
the flowers. 

In these cases, therefore, it is impossible to es- 
timate in percentages the strength of the ex- 
tract, as this would depend upon the stage of 
development of the anthers. Where flower heads 
were employed an effort was made to have the 
bulk of loosely compressed material equal that 
of the water and alcohol added. In the case of 
ragweed a large quantity of pure pollen could 
be shaken from the plants on a still morning be- 
fore evaporation of the dew. 

The test is applied by placing a drop of pol- 
len extract upon the previously sterilized skin 
of the arm, and making with a pointed knife or 
paracentesis needle a superficial seratch about 
one-eighth of an inch in length, sufficiently deep 
to cause blood to appear. The solution of pollen 
is then gently rubbed into the seratch with the 
knife blade. Where the reaction is positive, it 
occurs in the course of five to ten minutes, first 
as an elevation of the skin bordering the scratch, 
proceeding more or less rapidly to extend in all 
directions for a distance ranging from one- 
eighth to one inch. In pronounced reactions the 
elevated area is surrounded by a hyperemic 
border, and more or less itching is noted. 
The duration of the swelling is from one 
to three hours, the whole finally disappearing 
‘completely. In moderate reactions the margin 
of the skin is even and regular; in more intense 
alterations more or less sinuous, with irregular 
/prolongations. The color of the elevated sur- 
face ranges from a slight to intense pallor, most 
|marked at the site of the scratch. 


_ In order to have a means of recording the in- 


communication the suggestion was made that tensity of the reaction, I have found it con- 
we may have here a means of determining in ad- venient to establish the various grades, ranging 
vance whether the administration of antitoxic from the slight to moderate, considerable and 
sera from horses will cause in a given case a severe, these represented by the numerals 1, 2, 
dangerous general anaphylactic shock. 3 and 4 respectively. A negative reaction is 

The transference of this skin test to hay-fever Tepresented by zero, a doubtful or slight by 1, 
subjects to determine the special toxie pollens this being indicated by a reaction from one-six- 
was a natural sequence, and had the advantage teenth to one-eighth inch, measured across the 
over a test carried out in the eye or nose of per- scratch, 2 is from one-eighth to one-fourth, 3 
mitting a number of determinations to be car- from one-fourth to one-half, and 4 from one-half 


ried on simultaneously, as well as being much 
more acceptable to the patients. 

The plants which were selected for determi- 
nation were, in addition to the well-known ex- 
citants of hay-fever, namely, various grasses and 
ragweed, also a number of the more common 
plants flowering in spring and summer, chiefly 
the anemophilous ones, where fertilization is ac- 
complished by air-borne pollen. It was thought 
less likely that plants which depended chiefly 
upon insects for cross fertilization would pro- 


to 1 inch or more. 

Fifty-eight cases giving a history of hay-fever 
were examined, some of these being affected 
only during June, some only in August, some 
again with both June and August symptoms, 
these often with a period of remission during 
July, and others finally with symptoms lasting 
from June until frost. 

The plants which were employed for the test 
were as follows: Grasses. 

Four species were tested, namely, Kentucky 
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blue grass (Poa pratensis L.), red top (Agrostis, Field daisy (Chrysanthemum Leucanthemum 
alba L.), timothy (Phleum pratense L.)—these L.). A common plant throughout grassland and 
flowering in June, and beach grass (Ammophila meadows; was tested in 14 cases, 5 of them show- 
arenaria L.), flowering in Massachusetts in ing a moderate reaction, 9 being doubtful or 
August. negative. 

Forty-five cases were examined with reference _ Burdock (Arctium minus Schk.) and Fall 
to grasses. It was observed that in all positive | dandelion (Apargia autumnale Hoffm. L.) were 
cases the red-top, timothy and blue grass equally | tested in 3 cases, showing each 1 positive and 2 
excited reactions. Of these cases eight were af- negative results. 
fected by grass alone, none of the other plants) Hawkweed (Hieracium scabrum Mich X.). 
tested exciting reaction. Thirteen cases were A composite plant growing in dry fields, and 
affected both by grasses and ragweed alone. Six closely related to the dandelions, was examined 
cases showed positive reactions towards grasses,/in 17 cases, 5 being positive and 12 negative. 
ragweed and golden-rod, and a variety of other Of these positive ones, 2 showed intense re- 
plants. Three cases showed positive reactions to actions, 1 above an inch in diameter. 
grasses and roses alone. The beach grass was; English daisy (Bellis perennis) was examined 
tested in twenty-seven cases. This, although ‘in 20 cases, 4 being positive and 16 negative. 
flowering late in the season, excited positive ~g Pigweed (Chenopodium album L.). An ex- 


actions in eleven cases of the spring form, fif-' tremely common weed, in places as abundant 
teen cases being doubtful or negative. It would | as ragweed, was examined in 26 cases. Three 


seem thus to be indicated that the proteid in the | 4¢ these were positive, and 23 were negative. 
pollen of this species is essentially identical with | The positive reactions ranged from moderate to 


that of the June flowering grasses, but that ow-| considerable, but none were extremely marked. 


ing to its strict limitation to beaches and sand-| 


dunes, it usually escapes notice as a cause of 
hay-fever in June subjects. 


Ragweed (Ambrosia elatior L.). Ragweed 
was tested in 49 cases. Of these, 45 were posi- 
tive, 4 being negative. This apparent dispropor- 
tion, as compared with grasses is due to the fact 
that during the past season it was impossible to 
procure the ragweed in time to test many of the 
June subjects, and that most of the patients pre- | 
senting themselves in August, did so during the | 
attack. Of these 45 positive cases, 13 were af-| 
fected by ragweed alone, no other plants tested 
exciting reaction. Sixteen were positive with 
reference both to ragweed and to golden-rod, but 
not to other plants. One case showed positive 
reactions to grasses, ragweed and roses, but not 
to golden-rod or to other plants. 

Golden-rod. Forty-four cases were tested 
with an early golden-rod (Solidago canadensis 
L.), 15 with a late variety (S. nemoralis Ait), 
7 with the seaside species (S. sempervirens L.). 
These showed similar reactions, that is, a patient 
reacting to one reacted positively also to the 
others tested. Forty-nine cases in all were 
tested for golden-rod. Of these 26 were positive, 
23 being negative. One case only showed posi- 
tive reaction to golden-rod alone, without dis- 
turbance from other plants, all of the other posi- 
tive golden-rod cases reacting also to ragweed. 

Yarrow (Achillea millefolium L.). This fa- 
miliar plant of the composite family, with strong 
aromatic odor, occurs throughout New England 


during the summer, and in places has become a_ 


troublesome weed. Twenty cases were tested, 5 
being positive, 15 doubtful or negative. 


Beach wormwood (Artemesia stelleriana 


Bess.). A plant restricted to the seaside, and. 
showing close relationship to ragweed. This} 
was tested in 6 cases, 2 of them showing moder- 


ate reaction, 4 being negative. 


| Wild carrot, or Queen Anne’s lace (Daucus 
|Carota L.). A common weed, at times whitening 
|whole meadows, and flowering from middle to 
late summer, was examined in 23 cases, only 1 
being positive and 22 negative. This positive 


‘reaction was, however, extremely marked. 


| Tansy (Tanacetum vulgare L.). Widely dis- 
‘tributed along roadsides. This was examined 
in 12 cases, 2 being positive and 10 negative. Of 
the positive cases, 1 was extremely marked. 

Roses. Two types of roses were tested, the 
early flowering Japanese rose (Rosa rugosa) and 
the late flowering prairie rose (Rosa stigera 
Michx). The Japanese rose was examined in 
19 cases, 3 being positive, the remainder with- 
out reaction. Of the positive cases, 1 reaction 
‘was pronounced. The prairie rose was tested 
‘in 8 eases with negative results. It should be 
said, however, that the cases which were posi- 
tive to rugosa were not tested for setigera until 
after receiving injections of rugosa pollen, 
which may have immunized them against the lat- 
ter species. 

The mock orange (Philadelphus) was accused 
by several patients as a cause of their hay-fever. 
It was tested in 6 cases, 2 of these being posi- 
tive. 

Tests were also made in a few cases with 
negative results of the following plants: Cali- 
fornia poppy, hawthorne, bayberry, frost grape, 
jack pine, peony, white oak, rhododendron, hard- 
hack. 

The probable relation of the toxic proteids to 
‘each other as indicated by the results of im- 
munizing experiments will be considered in a 
‘subsequent paper. 
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FORLANINI’S ARTIFICIAL PNEUMO- 
THORAX. A STUDY. 


By GERARDO M. BALBonti, M.D., Boston, 
General Hospital, Boston. 


Parr 1. 


In so peculiarly chronic a disease as phthisis, 
an estimate of the efficacy of artificial pneumo- 


! 

| usually means a fatal termination of the disease. 
It develops during the course of a serious pul- 
-monary lesion and the sudden rush of air from 
a perforation in the lung wall into the pleural 
cavity is followed by intense pain, serious respi- 
ratory disturbance, cardiospasm, irregular heart 
Assistant Physician to Out-Patients, Massachusetts | action and increase of temperature. 
‘sema and a general septic condition usually ac- 
company it. Forlanini’s method of artificial 
pneumothorax is not accompanied by these ef- 
fects, because the treated lung is compressed 
very slowly, and time is given the organs con- 
cerned to become gradually accustomed to the 


thorax is worthless unless the number of pa-| changed conditions. 


tients so treated is large and unless any result- 
ing improvement or cure has stood the test of 
time. This is especially so since this treatment 
has been attempted only when other measures 
have failed in staying the progress of the dis- 
ease. In the reported cases we should not only 
know the immediate results but also the results 
This is my excuse for mak- 
ing further report on some cases which have 
already been reported! and also for further dis- 
cussing the technie and the effects of the treat- 
ment in eases which have been under my obser- 
vation in the last three years. 

The treatment of certain cases of pulmonary| reported by Touissant,* 
tuberculosis, lung abscess and bronchiectasis by 
means of an artificial pneumothorax is attract- 
ing the clinician more and more. This is shown 
by the rapidly increasing literature on the sub- 
ject. Its advocates have become so numerous 
within the past few years that at the Inter- 
ternational Tuberculosis Congress, held at Rome 
in April, 1912, it was the predominating sub- 
ject of discussion, and an international associa- 
tion was formed for the purpose of keeping the 
workers in touch with each other and stimulat- 
In America, especially in 
the East, increasing interest among phthisiolo- 
gists is manifest. The method is being practiced 
to a greater or less extent in many places 
throughout the United States. 

The tardiness with which study of this form 
of treatment has been taken up is due to several 
reasons. In the first place, its proposal by For- 
lanini in 1882? was practically coincident with 
the discovery of the tuberele bacilli by Koch in 
the same year. Koch’s discovery was naturally 
followed by a wide-spread attempt among clin- 


after many months. 


ing further studies. 


Emphy- 


That a pneumothorax can really bring about 
any symptomatic relief or any permanent im- 
provement, still seems improbable to those who 
have had no direct experience with the artificial 
pneumothorax treatment of pulmonary tubereu- 
losis and are not conversant with its literature. 
Even though the pulmonary collapse resulting 
from either a spontaneous pneumothorax or a 
pleural effusion has occasionally exerted a favor- 
able action on the course of the disease, the iso- 
lated cases in which notable improvement re- 
sulted were considered anomalies and did not 
provoke scientific study. Such were the cases 
in his ‘‘Thesis de 
Paris’’; Bianchis,° Spath,7* and Herard®; and 
later by Gaillard,?® Mosheim,'! and Konselman.’* 
These few fortunate exceptions did not at first 
sight seem sufficient to justify a therapeutic 
measure based on a morbid complication that by 
accident brought about an arrest of the disease. 

The favorable effect of lung collapse, produced 
in the course of pulmonary tuberculosis by an 
effusion, liquid or gaseous, gradually began to 
attract the attention of clinicians. Even before 
Forlanini developed his method, Carson’s** ex- 
periments on animals showed that they could 
still live after the thoracic wall was incised and 
a one-sided open pneumothorax produced. Ram- 
adge’* some years later punctured the pleural 
cavity of a mason who was suffering from ul- 
cerative phthisis, producing an open pneumo- 
thorax. The patient lived two years. 

In 1885, Cayley'® of London reported to the 
London Medical Society a case of hemoptysis in 
which he completely arrested the hemorrhage by 
the induction of an open pneumothorax, but the 
patient succumbed to infection five days later. 


icians to find a specific for the disease. Then, Adams’ notes, 1887,1° suggest that if the treat- 


too, the technic had not been perfected as it is 
now; the manometer later added to the appa- 
ratus by Saugman, and the x-ray, which has 


largely contributed 


method safe, were then not in use. 

In the second place, as Saugman® has aptly 
remarked, the very method was such as to dis- 
courage rather than attract the serious attention 
of the clinicians, for a spontaneous pneumo- 
thorax is known to the clinician as one of 
the most serious complications that may arise 
during the course of a pulmonary affection. In- 
deed, the onset of a spontaneous pneumothorax 


ment is to be at all successful it ought to be be- 
gun early. Potain’ in France treated recurring 
pleural effusions by the withdrawal of some of 
toward rendering the the fluid and injecting an equal amount of ster- 
ile air. In 1888 this same clinician reported the 
apparent recovery of an advanced case of uni- 
lateral phthisis with a cavity at the apex which 
had developed a pleural effusion and’ which he 
had then treated by the withdrawal of the fluid 
and intrapleural injections of sterile air. 
kept the lung completely collapsed for ten 
months. These studies, however, were crude and 
incomplete compared with the careful and ex- 
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! 
tensive experiments made by Forlanini between) 6. F:xtrapulmonary tuberculosis such as that 
1882? and the time of his first report of the suc-|of the larynx or kidney, is not a contraindica- 


cessful treatment of a case in 1895.15 Then in 
1898 appeared the notable work of J. B. Mur. 
phy,’? Lemke,”° and Schell,” which attracted the 
attention of Brauer,”? Spengler,** and A. 
Schmidt.** Mary Lapham,” in this country, 
has been a persistent and enthusiastic advocate 
of the method for many years. 

The most careful attention now being di- 
rected to the artificial pneumothorax treatment 
of tuberculosis is undoubtedly due to the con- 
tinued failure to discover a specifie cure; also 


to the positive clinical and pathological proofs | 


of its benefits and to the symptomatic relief 


given by it where other therapeutic measures 


have failed. 


This treatment fills a peculiar and distinct 
need in a limited number of cases of phthisis' 
which receive little or no assistance in any. 


other way. In it we seem to have another 
weapon to use in our fight against tuberculosis. 
Yet, however widespread its acceptance by its 


adherents, the time has not yet arrived when we. 


ean safely reach a final judgment on the exten- 
sion of its indications. While its use must still 


be limited, nevertheless, until a specific cure is 
found, it can be employed in saving many lives’ 


that are now hopelessly lost and it can be used 


advantageously in conjunction with our present 


rest and sanatorium treatment. 

It must be remembered that it is an unusual 
therapeutic procedure to resort to the creation 
of a pathological condition in order to cure or 
relieve another pathological condition. The 
creation of an artificial pneumothorax must al- 


ways be considered a pathological condition, 
only to be undertaken after careful considera- | 


tion of each individual case. 

Indications. The indications: gathered from 
our experience and from eases in the literature 
may be summarized as follows :— 

J. Jn youth and middle age artificial pneu- 
mothorax treatment may be resorted to where 
“‘home treatment’’ or climatic, dietetic, rest, 


tion. Da Gradi,2*° Courmont,?”? Weis,”* Carpi,” 
and Pisani.*° 

7. In certain non-tuberculous cases such as 
early lung abscess or bronchiectasis, it may well 
be considered before a surgical operation is at- 
tempted. 

In this study the cases include nearly every 
type from the clinically unilateral to the far ad- 
vanced bilateral cases with and without a to- 
tally free pleura. The ideal type is the unilat- 
eral case with a free pleura or one sufficiently 
free to allow compression of the lung. In the 
bilateral cases the treatment should be restricted 
to those where only one-third of the upper lobe 
is involved and is without disintegration.**. 

Contraindications :— 


1. Aleoholism. 

2. Cardiorenal disease. 

3. Acute or chronie advanced bilateral cases 
with extensive destruction of pulmonary tissue 
in both lungs. 

4. Symphysis of the pleura—extensive pleu- 
ral adhesions. 

5. Emphysema. 

6. Splanchnoptosis. 

7. Intestinal tuberculosis. 

It is well to be conservative in all cases un- 
dertaken where there are multiple tuberculous 
areas and more especially when there is bilateral 
involvement. 

For the patient to receive the greatest advan- 
tage of artificial pneumothorax treatment, the 
treatment should be undertaken in a sanatorium 
or hospital; rarely in the home. 

Forlanini justly says, ‘‘It is a serious pro- 
cedure to penetrate into the pleural cavity, one 
of the largest and most sensitive serous mem- 
branes of the human body, to introduce a for- 


‘eign substance, displace the heart and the 
largest vessels and bring about functional varia- 


and medicinal treatment are of no avail in stay- | 


ing the progress of the disease. 

2. Uneontrollable hemoptysis or recurring 
attacks of hemoptysis form another indication. 
However, one must make sure that the hemor- 
rhage is from one lung only. If it is from both 
this treatment is distinctly contraindicated. 


uous slight fever or continuous profuse expecto- 
ration with many tubercle bacilli persisting. 

4. Some cases of incipient tuberculosis which 
the experienced observer knows will progress 
badly might be considered for this treatment, 
especially when these cannot undergo a course 
of treatment in a sanatorium. 

5. Certain cases of recurring pleural effu- 
sion where it is advisable to keep the lung com- 
pressed.'? 


tions in respiration and circulation by the crea- 
tion of a new pathological condition. Such a 
treatment requires one skilled in the interpre- 
tation of thoracic symptomatology, and a pa- 


‘tient who is completely under the control of 


the physician.’’ The intelligent codperation on 
the part of the patient is a very important con- 
dition of suecess. If this is not to be had, one 
should give up the treatment. During the first 


few weeks of treatment the experienced operator 

3. In that large group of moderately ad-| 
vanced cases where the condition in the lung 
seems to be at a standstill, but there is a contin-| 


will be able to judge fairly definitely how much 
may be expected from the treatment, as by that. 
time he will have gained a fair estimate of the 
compression that may be attained, of the condi- 
tion of the other lung and of the ‘‘character”’ of 
the patient. 

Preparation of the Patient. As a rule during 
the first weeks of treatment the patient should 
be kept quiet in bed until the temperature 
comes to normal and remains so. An enema or 
a cathartic should be given the night previous. 
If the patient is apprehensive and nervous he 
should be soothed and assured that the proced- 


at 
> 
4 
= 
+ 
- 
| 
* 
? i 
| 
x 
j 
5 
| 
~ 
| 
| 
2 1 
= 3 J 


Vor. CLXXI, No. 19] 


BOSTON MEDICAL ANL SURGICAL JOURNAL 699 


ure is painless and as a rule devoid of dangers. | The smallest caliber pneumothorax needle is to 
It is best to give the treatment in the morning be used. It is firmly held in the right hand be- 
about an hour after breakfast, or early in the tween the thumb and index and middle finger, 
afternoon. The morning is chosen because the just as a pen is held in writing. The index 
patient is rested, and usually in good humor. | finger, of the left hand, is placed firmly in the 

Technic Based on Seventy Cases Followed by interspace beside the anesthetized spot while the 
Fluoroscopic and X-ray Examination. The pa-| needle is inserted gently, slowly and_ firmly 
tient is placed in a comfortable recumbent or) through the anesthetized channel to a depth 
side position, preferably in his bed. The hand! varying according to the thickness of the tissues. 
of the chosen side is placed over the head or on The insertion should be made exactly in the cen- 
the opposite shoulder so as to widen the inter- ter of the interspace to avoid the intercostal ar- 
costal spaces. By percussion and auscultation, tery. From careful measurements in my series 
the operator ascertains where the pleura is free of cases, | have found that usually when the 
and lung margin mobile. The patient’s side in| needle has been inserted two centimeters, it is 
the region of the intended place of puncture is| about to perforate the parietal pleura. In very 
earefully disinfected with tincture of iodine. thin or fat subjects this depth varies. These 
The operator’s hands should be thoroughly measurements, of course, apply only when the 
washed and disinfected with aleohol. The in- precaution is taken to press firmly on the tissues 
struments, hypodermic and pneumothorax in the interspace when the puncture is made. 
needles and bottle containing local anesthetic ‘This firm pressure in the interspace is of great 
should be sterilized. The apparatus and instru-| importance, especially in the alternate insertion 
ments should, of course, be tested before using.) and withdrawal of the needle in attempts to 

The technie can never be mastered too well reach the pleural cavity. By introducing the 
and as a rule cannot be acquired from a few) needle slowly, an opportunity is given for the 
observations. Some observers have remarked | visceral pleura to retract. If one has had con- 
that the puncture is like aspirating for fluid. | siderable experience with punctures, and has a 
This is incorrect, for in such a case the needle | fairly exact tactile sense, he soon learns when 
enters a space already formed by a pathological the point of the needle has reached the pleural 
condition, while in the first puncture for arti-| cavity. After 1 have inserted the needle to a 
ficial pneumothorax, the point of the needle is to| depth which I think is almost that of the pa- 


form a space by separating the parietal and vis- 
ceral pleura. 
The finger of one hand is placed firmly in the 


rietal pleura, namely, at the endothoracie fascia, 
I transfer the needle to my left hand in order 
to have the right hand free. Then I withdraw 


interspace chosen for the puncture and with the the stylet from the needle, close the needle cock 
other hand the local anesthetic is injected with | and, holding the needle firmly in place and care- 
a common glass hypodermic syringe having a/ fully observing the manometer which is in di- 


long, firm, thin sharp needle. As a local anes- 
thetic I use the following solution of novocaine 
and adrenalin, as advised by Robinson’ :— 


0.5 
“1.0 
Aqua Distillata ............ 100.0 


Thirty minims of this solution is usually 
sufficient, but more may be used without 
giving rise to untoward symptoms. It is in- 
serted slowly through the skin and then straight | 
through the tissues until from a lack of further 
resistance it appears the parietal pleura has been 
perforated. Then a little more of the solution 
is injected to anesthetize a small area of the | 
pleura. No harm will be done if some of the) 
anesthetie gets into the lung. By injecting 
the anesthetic slowly as one feels his way 
through the different layers of tissues, a channel 
is thoroughly anesthetized for the subsequent in- 
troduction of the pneumothorax needle. (It is 
' essential to the success of the operation that it 
be painless.) I am accustomed at the first 
puncture to inject with the local anesthetic from 
one-eighth to one-fourth grain of morphia to 
diminish the discomfort and cough due to the 
pressure excited by the nitrogen. 

After a few minutes, when local anesthesia is 
complete, the pneumothorax needle is introduced 


in a direction perpendicular to the chest wall. 


rect connection with the needle, I insert the 
needle a little deeper unless it is already in the 
pleural cavity as shown by the manom- 
eter. When the point of the needle enters the 
pleural cavity one may immediately feel a lack 
of resistance such as is felt when perforating a 
sheet of paper with a needle. Frequently as 
the endothoracic fascia and parietal pleura are 
perforated, a distinct snapping sound may be 
heard. If the deep tissues have not been com- 
pletely anesthetized, the patient may feel a dis- 
tinct sharp pain. When the point of the needle 
has pierced the parietal pleura as a rule the 
manometer indicates that the pleural cavity has 
been reached by the characteristic pleural respi- 
ratory oscillations, which are always negative in 
pressure. The manometer then shows distinct 
oscillations which are very characteristic. The 
differences of level are from 4 to 10 or more 
centimeters and their lowest point, about which 
they oscillate, is higher on the side of the mano- 
meter which is in connection with the needle 
than on the other side. If these characteristic 
oscillations are not obtained, the needle is moved 
slightly inward or outward, or the stylet is 
passed into the lumen to remove any obstruction. 
If the characteristic respiratory oscillations are 
now not obtained, then another spot must be 
selected. Never move the needle sideways, for 


x 
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if it should be in the lung the latter may be 
easily torn by it. By keeping the needle 
straight, one runs less risk of puncturing the 
lung or of tearing a pleural adhesion. Usually, 
of course, a superficial puncture of the lung is 
immediately sealed up and causes little incon- 
venience. Still a puncture or a tear of the lung 
must never be considered an indifferent pro- 
cedure, for even if that portion of the lung is 
not a seat of disease, it may cause serious com- 
plications. If the point of the needle comes 
into contact with adhesions, the respiratory os- 
cillations cease or become small or jerky in char- 
acter. 

I have often been surprised at the ease with 
which the pleural cavity has been reached, al- 
though I must confess I have had a few failures. 
If the effect is other than above described, it 
may be due to one of several causes. 

- In ease the needle has become obstructed, the 
manometer will remain stationary. If the needle 
is in the lung there may be no excursions in the 
manometer, or there may be observed very 
feeble respiratory oscillations with equal excur- 
sions. The pressure is then zero or slightly posi- 
tive, but never negative. Moreover, if when the 
key connecting with the nitrogen is quickly 
opened and immediately closed, allowing only a 
very minute quantity of nitrogen to flow in, the 
manometer then becomes positive, it is because 
the needle is in the lung. In such a ease the 
manometer reading will go down, sometimes 
quickly, sometimes slowly, to zero. In such a 
ease the needle must be drawn back to the pleu- 


ral cavity and the manometer observed for the 


characteristic oscillations. If the needle has 
been inserted into lung tissue, blood will gener- 
ally be found in the needle when withdrawn and 
later the patient may spit up blood, as occurred 
in three of my early cases. If the point of the 
needle is in a good sized blood vessel, a rising 
pressure will be noted on the manometer, due to 
the blood flowing into the needle. 

If the point of the needle is in a lung eavity 
or bronchiole, the respiratory oscillations will 
be even because the cavity is in communication 
with the outside. The size of the excursion de- 
pends on the size of the space and its nearness 
to a bronchus. In such eases, no matter how 
much nitrogen is injected, the respiratory excur- 
sions will remain the same, or may become 
slightly positive if the nitrogen does not escape 
as fast as it enters. As a rule in such cases, the 
patient tastes and feels the nitrogen in his 
throat, varying according to the quantity in- 
jected. Some of the nitrogen may reach the 
root of the lung along the peribronchial and 
perivascular connective tissue and lead to ‘‘me- 
diastinal emphysema,’’ causing deep pressure 
symptoms, usually noted an hour or two after 
the injection, and gradually subsiding in a day 
or two. 

The dilating of a cavity by the introduction 
of a large quantity of nitrogen or the punctur- 
ing of its wall may be the cause of a hemoptysis 


as in Cases 18 and 19. In puncturing a cavity 
there is always the risk of infecting the pleura. 
In cases where the nitrogen is introduced into a 
lung cavity, the physical examination will reveal 
tympany and slightly diminished respiratory 
sounds. These symptoms are always a sign that 
the needle has gone beyond the pleural cavity. If 
the point of the needle is in a subpleural space, 
the manometer may show variations correspond- 
ing to the respiratory acts, but the pressure is 
always positive. If in such cases one allows a 
little nitrogen to flow in, the pressure will con- 
tinue actually to be positive and higher. Level 
or positive pleural respiratory oscillations may 
be obtained where a pneumothorax or hydrv- 
therax already exists, but on the introduction 
of nitrogen the pressure will become more posi- 
tive. 

T have noted a decrease in pressure in the 
manometer when the point of the needle has 
been in pulmonary tissue or locse pleural adhe- 
sions. The nitrogen then flows very slowly into 
the connective tissue and only under a high 
pressure can it be injected. If the pressure is 
removed, some of the injected nitrogen will 
actually flow back into the bottle. The manom- 
eter will show a positive pressure with even rela- 
tively small amounts, the pressure gradually- 
coming down but never to negative. An inter- 
stitial emphysema forms, which may become 
dangerous, and if lung tissue has been injured 
the interstitial emphysema may be increased by 
the respiratory movements and by coughing. If 
there is a communication with the air passages, 
some of the nitrogen will flow out. Percussion 
will give a tympanitie note, but no coin sound. 
Respiration may be feeble, but never absent. 
The x-ray will not show any perceptible pneu- 
mothorax. 

First Injection. At the first injection never 
let the nitrogen pass into the pleural cavity be- 
fore the characteristic pleural respiratory oscil- 
lations are obtained. When these oscillations, 
as shown on the manometer, assure the operator 
that the point of the needle is in the pleural cav- 
ity, the nitrogen is allowed to flow in slowly 
without exerting any pressure. It is better to 
inject comparatively small amounts at the first 
injections. In fact, I never introduce over 
500 ¢.c. at first, even though the patient seems 
to stand it perfectly well. Frequently during 
the introduction, the manometer should be tried 
and the character of the respiratory excursions 
noted. If the pressure rises quickly on the in- 
jection of a small quantity of nitrogen, it may 
be due to the formation of a pocket of gas caused 
by adherent pleura or pleural adhesions, which 
prevent the nitrogen from passing throughout 
the pleural cavity, or it may be caused by the 
existence of a calcified or indurated portion of 
lung or by a portion of lung being adherent. In 
one case as soon as 200 c.e. of nitrogen was in- 
troduced, the pressure which was at first mark- 
edly negative, rose to 10 em. positive, indicating 
the formation of a pocket. If pain or discom- 
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fort is caused, the introduction should imme- the introduction of 1800 ¢.c. nitrogen into the 
diately be stopped, even though the injection has left pleural cavity. This is the largest amount 
been less than 200 e.c. Very slight amounts of I have ever injected at one time. Four days 
nitrogen are often sufficient to free the pleural later mobility of the lung returned with an- 
cavity of light adhesions, rendering subsequent other slight hemorrhage. 1200 ¢.c. nitrogen were 


introductions more easy. | then introduced and this completely collapsed 


In Cases 11, 27, 31, only 50 e.c., 60 e.c., and 
75 ©.¢., respectively, could be introduced at first. 
on account of the high pressure and the result- | 


the lung and definitely arrested the hemoptysis. 
Seven days later 200 ¢.c. more were injected, 
making a total of 3200 ¢.c. In this case the 


Fic. 1. (Case 19.) 


Shows the needle in the lung. The point of the needle is in communication with a bron- 


chus. The oscillations on the manometer 
to flow in, the oscillations did not vary. 


are even. After allowing 200 c.c. nitrogen 
The x-ray plate shows no evidence of a 


pneumothorax, proving conclusively that the needle was not in the pleural cavity. 


ing pain. In other cases with a free pleural cav- 
ity, after the introduction of 200 c¢.c. the nega- 
tive pressure changed but little, the respiratory 
excursions became wider, thus showing the pleu- 
ral cavity to be free from adhesions. 

The one exception to the rule of introducing 
small quantities of nitrogen is in hemoptysis, 
where the pneumothorax is established in an 
emergency to arrest a serious hemorrhage. In 
Case 14 an uncontrollable hemoptysis of two 
weeks’ duration was immediately controlled by 


lung was maintained collapsed without further 
injections. An x-ray plate taken two months 
later showed a completely collapsed lung and 
the heart displaced to the right of the midster- 
nal line. Even to control a hemorrhage such an 
amount is too large to be given at one time and 
subjects the patient to a needless risk. 

Before removing the pneumothorax needle, it 
is well to measure the intrathoracic pressure by 
manometer reading. If it is found to be exces- 
sive, or should the patient complain of extreme 
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discomfort, the pressure may be reduced by al-_ 


lowing some of the nitrogen to escape. The 
needle is constructed with two keys so as to 
readily allow this. After the removal of the 
needle, pressure should be made over the point 
of puncture to prevent any gas escaping. The 
puncture is then sealed with sterile cotton and 
collodion and a chest swathe applied. 
Subsequent Injections. At the subsequent in- 
jections the same care must be exercised as at 
the first. Indeed most of the accidents have hap- 


pened at subsequent injections. Further intro-| 
ductions are made for the purpose of surround- | 


ing the lung with a mass of nitrogen, which 


gradually compresses it so as to bring about’ 


and maintain its immebilization. This is best 
effected by frejuent small injections. They en- 


able one to feel his way along while watching | 
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favorable sign, as permanent adhesions are the 
greatest obstacles to an efficient pneumothorax. 

When there are no adhesions, it is sufficient to 
obtain a positive pressure of 2-4 em. of alcohol 
or water at the introduction. A higher pressure 
may over-displace the heart and mediastinum 
and interfere too much with the function of the 
other lung. Frequently at the end of the intro- 
duction, where a pressure of 2-4 cm. has been 
attained, the patient may feel a slight tension 
which increases in a few hours and may last 
forty-eight hours. If too much pressure is ex- 
erted on the diaphragm, digestive disturbances 


‘may arise, such as pain in the epigastrium, loss 


the action of the heart clesely and the effect on. 
hesions to overcome or a cavity to collapse. 


the other lung, especially if diseased. Lung 
compression must be obtained gradually so as 
not to empty cavities too quickly, which might 
cause the infection to spread to the sound lung. 


(Forlanini and Schmidt each report a case) 


where sudden emptying of cavities infected a 
sound lung.) Then again less toxic products 
are thrown into the cireulation, thus preventing 
a severe reaction. Besides, the neighboring or- 
gans are not subject to sudden displacement, but 
to a gradual accommodation. The sensitive 
pleura is not unduly stretched. so that there is 
very little danger of lacerating adhesions which 
may cause infection. 

At first I give injeciions every two or three 
days in quantities ranging from 100 ¢@¢. to 
500 ¢.e., according to the condition of the non- 
compressed lung, heart and the pressure noted 
on the manometer. If the pressure rises quickly 
with small amounts, there are pleural adhesions 
and of course care must be used. If the at- 
tempted pneumothorax is on the right. greater 
pressure may be used in attempting to loosen 
and stretch adhesions than if on the left. if 
the case is bilateral, great care must be exercised 
not to throw too much work on an already dis- 
eased lung, thus possibly increasing the activity 
or spreading the process into the healthy por- 
tions of the non-compressed lung. After one or 


two insufflations an x-ray plate should be taken! 


to determine the amount of lung collapse ob- 
tained with the amount of nitrogen injected. 
After a few introductions, the pressure at the 
end of the introduction may become positive, 
only to become negative again before the next 
introduction. <A positive pressure at subsequent 
introductions may indicate either that the point 
of the needle is in a pocket of gas or that a plen- 
ral effusion has formed. 

During an injection it may happen that the 
pressure suddenly falls. This means that 
an adhesion has given way and the pleural 
space has enlarged. The patient usually experi- 
ences sharp pleural pain at the same time and 
for some time afterward. It causes only tem- 


of appetite, sense of fullness after taking but 
little food, nausea and even vomiting. It is in- 
advisable in these subjects to interfere very 
much with other organic functions. <A high 
pressure may be necessary where there are ad- 


If no untoward symptoms develop, the insuf- 
flations are continued every three or four days 
until a complete collapse of the lung is obtained, 
as shown by the physical and x-ray examina- 


'ticns. Afterward the collapse is maintained at 


intervals of 7-12 days, according to the rate of 
absorption by the injected gas. As time goes 
on, the absorbing power of the pleura diminishes 
(and this diminution is more marked if an ef- 
fusion has formed) so that the injections are 
made at intervals of two to four weeks, never 
more than four weeks. The intervals necessarily 
vary because there is a marked difference in the 
rapidity of absorption in different individuals. 
This also depends partly upon the amount of 
exercise taken. The lung compression should be 
kept practically constant, by the injections of 
small amounts at stated intervals. The injec- 
tion of large quantities of nitrogen at long in- 
tervals is to be discouraged because of its dan- 
gers and the uneven compression of the lung. 
The same results cannot be obtained from large 
quantities at long intervals as from small quan- 
tities at shorter intervals. 

Absorption of nitrogen will be slower when 
the lung is completely collapsed than where it is 
only partially so. W. Meverstein’s*? experimen- 
tal work in this connection is of value. 

Adherent Pleura. Attempts to inject nitro- 
gen into an adherent pleura must be made with 
great care. If the pneumothorax increases 
it will be shown by the extent of the manom- 
eter’s excursions; then the careful introduction 
of small quantities of nitrogen may be contin- 
ued. However, unless there is an increasing 
pneumothorax, continued injections of even 
small quantities of nitrogen must not be made, 
as an interstitial emphysema may form. At- 
tempts to separate an adherent pleura are con- 
traindicated because only a slight pneumothorax 
can be produced, which is valueless: and the pa- 
tient is needlessly exposed to harm. In such 
cases. if several attempts in different parts of 
the thorax vield unsatisfactory results, it is use- 


porary inconvenience and it is to be considered a, less to continue. An accurate study of the ma- 
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nometer and of the x-ray in each individual case 
will furnish most valuable information regard-_ 
ing the condition of the pleural cavity. 

L. Holmgren** suggests the injections of ster-_ 
ile salt solution to aid in the separation of an ad-_ 
herent pleura. He describes in detail a case of a | 
woman with an obliterated pleural cavity (bie | 
lateral involvement) where forty punctures were. 
made without succeeding in finding a free pleu-! 
ral space. Then he made thirteen injections of | 
physiological salt solution, the last being fol-_ 
lowed with nitrogen and succeeded in producing | 
a pneumothorax, which a month later collapsed 
the lung and displaced the heart. There fol- 
lowed marked improvement and five months 
later the patient was able to attend to her house- 
hold cares. The author. states that he punc- 
tured the lung several times without any unto- 
ward symptoms. When the liquid is injected 
into the lung it immediately brings on cough- 
ing and the expectoration has a salty taste. 


Part IT. 


EFFECT ON THE NEIGHBORING ORGANS IN THE 
ESTABLISHING OF A PNEUMOTHORAX. 


1. The Non-compressed Lung. If it is 
healthy, it is capable of carrying on alone the 
necessary oxygenating function of the organism. 
A healed tuberculous lung or even a lung with 
an arrested process may be perfectly able to carry 
on the necessary respiratory exchange, provided 
the pneumothorax is gradually produced. There 
are also cases with extensively diseased lungs 
that can carry on the necessary respiratory ex- 
change. Whether or not this is possible in any 
particular case, depends largely upon the loca- 
tion and nature of the lesions, the degree of the 
patient's activity, and the manner in which the 
pneumothorax is established and maintained. 

Riva-Roeci and Cavallero** in Forlanini’s 
clinic studied the effects of a reduced pulmonary 
surface resulting from either induced pneumo- 
thorax or disease. They showed that in these 
cases the amount of breathing, that is, the quan- 
tity of air inspired in the amount of time, re- 
mains unaltered. 

Carpenter and Benedict,** studying the 
metabolism in man with greatly diminished 
lung area conclude that, ‘‘The reduction of the 
area for oxygen absorption and carbonic acid 
elimination in the lungs by about one-half has 
not materially altered the total metabolism.’’ 

When the pneumothorax is established, the 
non-compressed lung shows an increased func- 
tion. Respiration becomes of a harsh, exagger- 
ated character, and the depth and frequency of 
each inspiration is increased. In Case 21, a non- 
tubereulous abscess of the right lung and in Case 
22. a bronchiectatie abscess of the left lung, the 
non-compressed lung at first became emphyse- 
matous. Then it gradually accommodated itself 


to the new order of things and respiration be- 


“came nearly normal. This was also observed in 


other eases. 

In certain bilateral cases an improvement in 
the lesions was noted. At the first few injee- 
tions signs of increased activity usually appear 
in the existing lesions of the non-compressed 
lung. This may be considered a tuberculin re- 
action, due to the absorption of toxins from the 
collapsed lung. This reaction usually disap- 
pears. A persistence and a progression of the 
disease takes place only when there is reinfee- 
tion from the sudden emptying of cavities, when 
there is interference with the function of the 
non-compressed lung from a too high intra- 
pleural pressure, from a severe reaction, or when 
there are more extensive and active processes. 
We have noted especially chronic apical lesions 
to retrogress. This also has happened in two 
cases where the lesions were acute. 

In some of the bilateral cases of this series, 
an unfavorable effect on the non-compressed 
lung was noted. 

In Case 36, with an extensive involvement 
of the left lung and moderate activity in a 
third of the right upper lobe, there was consid- 
erable symptomatic relief during the first four 
months of treatment. The cough and sputum 
had greatly diminished and the fever had 
reached normal, when a pleural effusion devel- 
oped. This increased the intrapleural pressure 
so much that it interfered with the function of 
the non-compresed lung. Respiration soon be- 
came bronchial in character throughout the lung 
and many rales were heard. Cough and spu- 
tum increased and fever reappeared. After a 
severe fit of coughing the patient had a brisk 
hemoptysis, losing about a pint of blood. The 
hloody sputum continued for several days and 
then stopped. On the eighth day the patient 
was comfortable, but had some cough with 
slightly blood streaked sputum. Later she de- 
veloped a melancholia, from which she had suf- 
fered once before, became unmanageable at 
home and had to be removed to an asylum, 
where she died a month later. 

Case 42 had extensive active process on the 
left with active lesions at the right apex. During 
the treatment with almost a complete pneumo- 
thorax of the left lung she scrubbed a kitchen 
floor, had a fit of coughing and raised a mouth- 
ful of blood. Rest in bed quieted the process, 
then treatment was resumed very guardedly. 
There Jater developed a pleural effusion on the 
operated side which maintained sufficient lung 
collapse with the aid of a few insufflations of 
nitrogen. The patient abandoned treatment 
two months later. She has now a fully re- 
expanded lung. There is activity in both lungs. 

Case 28 raised bloody sputum for several days 
after a complete pneumothorax was established. 
This patient was under treatment for three 
months when he returned to Italy, entering an 
institution there. He did not do well. 

Case 55 raised a mouthful of blood twenty- 
four hours after the 12th injection. TI have 
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never been able to determine positively whether | 


the blood came from the non-compressed lung | 
or not. That month she did not menstruate. | 
There have been no active signs of disease in 
the non-compressed lung. She has not raised 
any blood since and has been doing well. She 
has very little cough. The slight amount of 
sputum is free of tubercle bacilli. For the two} 
years previous to artificial pneumothorax treat- | 
ment the disease had been gradually progressing. 

Case 63 was a unilateral case with an ex-| 
tensive cavity in right upper lobe. Be-| 
fore treatment she raised two cupfuls of spu- 
tum and had considerable cough, chills and 
fever. After five weeks’ treatment a partial 
pneumothorax was produced. The sputum was re- 
duced to half a ecupful, cough much improved, 
chills had disappeared and fever was practi- 
eally normal. There was relief of all the symp- 
toms with continued improvement; on the sev- 
enth week she decided to suspend treatment. 
As the pneumothorax absorbed, the sputum and 
cough increased and temperature re-appeared. 
These symptoms improved on resuming treat- 
ment. She later began to show active signs in 
the left lung. The amount of sputum again be- 
came two boxes in the twenty-four hours. In- 
creased cough, chills, fever and night sweats 
were present. At her request 500 ¢.c. nitrogen 
were injected. Soon there was a diminution in 
the amount of sputum, improvement in cough 
and lowering of temperature. Slight activity in| 
the left lung continued. Six days later 300 c.c. | 
nitrogen were injected with no discomfort. Two. 
days later she had a hemorrhage, losing about 
one pint of blood. The sputum continued bloody 
for five days. The amount of sputum has con- 
tinued from one to one and a half boxes in the 
twenty-four hours. The disease is progressing. 
lt is useless to treat a patient as capricious as 
this. especially when the condition is so serious 
at the beginning. 

Hymans von den Bergh, de Joisselin, De Jong, 
and Schut,* in their report of thirteen cases, 
stated that the pneumothorax exerted an un- 
favorable action on the relatively healthy re- 
spiring lung much more often than is mentioned 
by others. Nevertheless, they do not express un- 
favorable judgment on the value of the method 
as they have obtained excellent results. 

2. The Heart. Displacements of the heart 
are both interesting and important, because they 
may seriously affect the progress of the treat- 
ment. The heart when displaced to the right, or 
more especially on the left, may undergo certain 
distortions. The blood vessels may also be dis- 
placed or distorted. But the healthy heart 
seems to readily adapt itself to these changes. 

When the pleura is free, the nitrogen at the 
first introductions, even in small quantities, oc- 
cupies the anterior part of the chest. When the 
nitrogen is injected into the left pleural cavity, 
it tends to cause an obliteration of the absolute 
cardiac dullness and a diminution of the relative 


eardiac dullness. As the pneumothorax becomes 


more complete, a total disappearance of the nor- 
mal eardiae dullness results. This causes a muf- 
fling and finally a disappearance of the apex 


beat, showing that the pneumothorax has formed 
over the heart. The sounds can be made out, 
‘unmodified in their phonetic and rhythmic 
character. As the left pneumothorax is still fur- 


ther increased and the mediastinum is arched, 
the heart is still further displaced and the car- 


‘diac dullness may appear to the right of the 


sternum. 

In Case 22 at the second insufflation (800 c¢.c.) 
the heart was suddenly displaced or distorted, 
causing intense cyanosis and momentary syn- 
cope: this was immediately relieved by the with- 
drawal of the needle and the prompt massaging 
of the precordial region. The injection had 
been made in the fifth left intercostal space in 
the midaxillary line. 

In Case 24 where a pleural effusion was pres- 
ent, at the 20th insufflation, a positive pressure 
of 15 em. of water was obtained in attempting to 
collapse a cavity. The injection in this case was 
made below the angle of the scapula on the left. 
At the time, the patient felt much tension in the 
chest, but the heart action was good and regular. 
That night the patient had considerable or- 
thopnea and cardiac distress, which increased 
until I was sent for three days later. I found 
the patient propped up in bed, looking very ill, 
with precordial pain, orthopnea and pulse 140, 
weak and irregular. The heart was 5 em. to the 
right of the midsternal line. The whole left 
chest was tympanitie front and back. There 


'was tenderness and pain over the epigastrium 


and on the right over the edge of the liver. I 
realized at once that the pneumothorax was ex- 
cessive and immediately withdrew part of the 
nitrogen. When the pneumothorax needle was 
inserted, such high positive pressure was found 
that the aleohol was completely ejected from the 
manometer. The nitrogen was allowed to flow 
out as long as it would of its own accord. Then, 
as the pressure was still positive more nitrogen 
was forced out by the following procedure until 
the pressure became markedly negative. This 
was done by having the patient cough, and open- 
ing the stopeock on expiration and closing it on 
inspiration. This gave immediate relief and the 
patient was able to lie down in bed, for the first 
time in four days. The pulse gradually de- 
creased and became stronger. In a few days she 
had completely recovered from the cardiac dis- 
tress. 

In the production of a pneumothorax on the 
right side, the heart behaves in a different man- 
ner. At first the area of cardiac dullness and 
the cardiac impulse are not affected, but when 
the pneumothorax has reached a considerable 
volume and the mediastinum is bent, the heart 
displacement to the left begins. This rarely 
reaches the anterior axillary line. 

In Case 12, when the nitrogen at the tenth in- 
jection was introduced at a high pressure (the 
pneumothorax was mostly anterior, as the lung 
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was adherent posteriorly , filling of the right | 


heart was interfered with. This caused the pa- 
tient to collapse as he arose from the table. 
Prompt massage to the precordial region, stimu- 
lation and rest soon restored its normal fune- 
tion. 

I believe it is also important that the intra- 
pleural pressure should not be high for the fol- 
lowing reason: On the right side a large sur- 
face of the venae ecavae and of the right heart is 
directly exposed to the pleural pressure. There 
is more or less interference with the suction of 
blood to the thorax and the blood supply of the 
right auricle and ventricle which fill at a nega- 
tive pressure is lessened. A high intrapleural 
pressure may thus prevent the flow of blood 
and the result might be fatal. On the left side 
on account of the anatomical relations, only in a 
small proportion of the eases will an appreciable 
area of the inferior cava be directly exposed to 
the pleural pressure. The intrapleural pressure 
may be suddenly increased even with a rela- 
tively small amount of nitrogen (especially if an 
effusion has formed) and this sudden increase 
may be a probable cause of sudden death at sec- 
ondary injections. 

When pleural adhesions exist, displacements 
occur in a different manner, according to the lo- 
eation, extent and form of the adhesions. In 
Case 16, where the heart was markedly dis- 
placed to the right, it compressed the right lung, 
probably causing some stasis in its inferior lobe. 
This gradually cleared up without any unto- 
ward symptoms. In Case 52, where only a par- 
tial pneumothorax could be produced (on the 
left) attempts to inject nitrogen at a high pres- 
sure so as to increase the pneumothorax caused 
serious cardiac disturbance necessitating the 
withdrawal of nitrogen and abandoning of the 
treatment. 

In general, the patients bear marked cardiac 
displacements without ill effects, especially when 
the pneumothorax is produced gradually and 
the pressure is not excessive. Doubtless there 
are individuals without cardiac lesions who 
could not stand the formation of a pneumotho- 
rax because of the resulting circulatory disturb- 
ances. The condition of the myocardium in in- 
dividuals who have suffered a long time and are 
in bad condition on account of the autointoxica- 
tion and fever, may more readily give rise to 
trouble. 

Weiss** noticed a marked improvement in the 
heart condition soon after the éstablishing of a 
pneumothorax, in cases where the heart was 
weakened by the absorption of toxins. In Cases 
24, 43, and 54 of this series marked improve- 
ment of the heart action was attributed to a 
diminution in the absorption of toxins, and the 
lessening of the cough. 

Calstrom*® reports the case of an individual 
with advanced lesion of the right lung, who after 
a complete pneumothorax had been produced, 
died of intestinal tubereulosis. During life the 
x-ray showed .an enlarged heart following the 


production of the pneumothorax. At autopsy 
the right ventricle was found much larger than 
the left. Nothing was found wrong with the 
valves. Calstrom believes that the enlargement 
of the heart was caused not only by the com- 
pression of the lung, but also by the displace- 
ment of the heart, causing some obstruction to 
the pulmonary artery. 

In the reported autopsies of Forlanini, Graetz, 
Saugman, Begtrup Hansen, Brauer and Splen- 
gler and Kistler, no mention is made of cardiac 
alterations in individuals undergoing artificial 
pneumothorax. But Bruns” experimental work 
has shown that hypertrophy and dilatation of 
the right ventricle takes place. Brauer does not 
believe this to be due to a diminished circulatory 
area, for even if in the compressed lung there 
takes place a greater ‘resistance than normal to 
the circulation, the respiratory area being more 
ample relieves the work of the heart. 

3. The Pleura. As time goes on the absorb- 
ing power of the pleura diminishes, owing to the 
structural alterations which take place. The 
pleura is more or less distended by the foreign 
body, nitrogen. Its nutrition is interfered with 
because the normal negative pressure becomes 
somewhat positive on the production of a pnen- 
mothorax. Besides the changed condition of nu- 
trition, the nitrogen acting as a foreign body 
will naturally have an irritative action on the 
delicate endothelial cells. All these factors tend 
to bring about structural alteration. As the 
needle pierces the parietal pleura, the operator 
often notices a boggy sensation, which was ab- 
sent at previous injections. This is an evidence 
of the change. 

Still more striking than this is the fact that in 
all eases where the pneumothorax is allowed to 
absorb, the pleural surfaces, coming into contact 
with each other, will adhere. This prevents the 
reinstitution of a pneumothorax. 

In Case 22, the patient, who had followed the 
treatment faithfully, took a business trip of six 
weeks. When he came back the middle portion 
of the lung had reéxpanded and become adher- 
ent to the thoracie wall, which prevented a com- 
plete collapse. After 500 c.c. of nitrogen had 
been injected to recollapse the lung, the patient 
felt so much pain that the introduction was sus- 
pended... An x-ray plate showed the adhesion as 
stated above, and a well-defined pneumothorax 
area above and below. This tendency of the sur- 
faces to adhere emphasizes the necessity of fre- 
quent replenishments and the dangers from per- 
mitting the lung ‘to reéxpand prematurely. 
Careful supervision should be maintained over 
these patients. 

In Case 46 there was an extensive process in 
the left lung with a cavity between the second 
and fourth ribs. The patient raised considerable 
blood in the sputum which did not clear up by 
rest. The first injection of 300 ¢.c. nitrogen was 
introduced into the left pleural cavity. The in- 
jection was suspended on account of the pain 
and high intrapleural pressure noted on the 
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Fic. 2. (Case 27.) 


Shows the amount of lung collapse by the injection at one time of 1000 ¢c.c. nitrogen gas into 
the pleural cavity. 


Fig. 3. (Case 42.) 


Shows x-ray taken in sitting posture. Note che fluid in costo phrenic sinus. It was impossible 
to detect on physical examination this small amount of fluid that had developed during the 
second week of treatment. The value of frequent fluoroscopic and x-ray examination is 
self-evident. 
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manometer. On physical examination, the ni-| pushes the diaphragm down on the right, the 
trogen was found to be in a definite area, mostly | liver is often displaced downward ; besides there 


anteriorly. 


The patient was left in charge of is probably more or less chronic passive conges- 


another operator to inject again in a few days. | tion, causing a tender liver. Whenever the gas- 
For some reason the operator failed to do so tric symptoms are so severe as to interfere with 


and eight days later when I saw the case again 
I was unable to enter the pleural cavity. Un- 
doubtedly the nitrogen leaked into other parts 
of the pleural cavity from the pocket in which it 
was first held and during the interval was 
wholly absorbed. An adhesive pleuritis resulted 
which obliterated the pleural cavity. 

A similar result was observed in Case 29 
with a hydropneumothorax. This patient had 
been under treatment for a year, during which 
time he had developed a pleural effusion. This, 
with the aid of nitrogen injections every two to 
three weeks, maintained the lung almost com- 
pletely collapsed. During all this time he kept 
at his work. He went on a six weeks’ vacation, 
and on his return it was found by physical and 
X-ray examination that there was a completely 
expanded lung. Several attempts to introduce 
the needle into the pleural cavity failed. 

In one ease only, Case 27, where the physical 
and x-ray examination showed a completely re- 
expanded lung, was it possible to again collapse 
the lung by the introduction of 1000 ¢.c. nitro- 
gen. This was a young woman with an exten- 
sive process throughout the left lung, with also 
a moderate amount of infiltration in the right 
upper lobe which was slightly active. The left 
lung had been compressed for two months, with 
much improvement in all the symptoms. She 
did not report for examination for three weeks, 
‘when the left lung was found completely re- 
expanded. The x-ray confirmed the physical ex- 
amination. The needle was introduced and a 
marked negative pressure noted on the manom- 
eter. One thousand ¢.c. nitrogen were carefully 
introduced, obtaining at the end of the introduc- 
tion a positive pressure of 6 em. of water. (Fig. 
2) shows the amount of collapse obtained. 
That night and the following three days she suf- 
fered much pain, had chills, fever and a feeling 
of general malaise. Three weeks later there de- 
veloped a pleural effusion on that side. In my 
previous article, basing my findings on this case. 
I asserted that once the collapsed lung had re- 
expanded, it could again be collapsed by resum- 
ing the treatment. I have never been able to 
collapse a lung that has completely reéxpanded. 

4. The Diaphragm and Abdominal Viscera. 
As the diaphragm is pushed downward during 
the treatment there may be interference with 
the function of the stomach. The resulting gas- 
trie disturbances are temporary and consist of a 
feeling of fullness on taking little food, some- 
times nausea and even vomiting. In Cases 12- 
60, on the development of a serous effusion, the 
gastric symptoms became accentuated and the 
patient could take only very small quantities 
of food. Gastrie disturbances may also result 
from an increased liberation of toxins. With a 
complete or even partial pneumothorax which 


the taking of a proper amount of nourishment, 
it is well to continue the treatment very guard- 
edly and give only such small injections as will 
not interfere with gastric function. Bilateral 
cases will be the ones to suffer most from such 
disturbances. 

Pneumothorax may favor the progress of a 
dormant intestinal tuberculosis. On the onset 
of severe intestinal symptoms, treatment should 
be suspended. 

5. Effects on Ezxtra-thoracic Tuberculosis. 
Just as the diminution of toxie absorption ecre- 
ates a condition favorable to the effecting of a 
cure and of giving symptomatic relief in certain 
cases of pulmonary tuberculosis, it may also ex- 
ert a favorable influence upon extra-thcracie tu- 
berculosis. In Case 54 there were symptoms of 
laryngeal involvement, which gradually im- 
proved with the improvement in general condi- 
tions, following the establishment of a pneumo- 
thorax. This is attributed to the decrease in tox- 
emia and the lessened possibility of infection from 
the sputum. DaGradi®* and Courmont?’ also 
noted the favorable influence in laryngeal eases. 
Carpi, Pisani,*° and recently Weis** have re- 
ported each a case in which there was sympto- 
matie recovery in renal tuberculosis, following 
the establishment of a pneumothorax. 

Parts 111 and IV, to appear later, will deal 
with complications and clinical results. 
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Zur Pneumothoraxtherapie In- 
Beitr. z. 


ITS RELATION 
(ANAPHY-. 


ASTHMA IN CHILDREN. 
TO “EGG POISONING’”’ 
LAXIS). 


By Fritz B. Tartsot, M.D., Boston, 


Chief of the Children’s Medical Department of the 
Massachusetts General Hospital; Clinical Instruc- 
tor of Pediatrics, Harvard Medical School; 
Visiting Physician to the Boston Floating 
Hospital, 


Ir has long been known that certain children’ 
could not eat eggs without symptoms of poison-_ 
ing resulting. These symptoms may appear in 
various ways, the most common being vomiting: | 
This usually is accompanied by urticaria, is fre- 
quently followed by diarrhea, and in a few in- 
stanees by the symptoms of anaphylactic shock. 
Attention was first drawn to the condition 
known as anaphylactic shock by Theobald Smith. 


Many investigators have added much to our, 


changed. 


injured, mucous membrane. 
_because the younger an individual is the more 


knowledge of this condition in the past eight 
years so that it is possible to make the following 
statement: ‘‘When a foreign protein is intro- 
duced into the blood or tissue, it stimulates cer- 
tain body cells to elaborate that specific ferment 
which will digest that specific protein. When 
such a protein first comes in contact with the 
body cells, the latter are unprepared to digest 
the former, but this function is gradually ac- 
quired. The protein contained in the first injee- 
tion is slowly digested, and no ill effects are ob- 
servable. When subsequent injections of the 


same protein are made, the cells, prepared by 
the first injections, pour out the specific ferment 


more promptly and the effects are determined by 
the rapidity with which the digestion takes 


place. The poisonous group in the molecule may 


be set free so rapidly and in amounts sufficient 
to kill the animal.’”? 

When a foreign protein gains entrance into 
the body it sensitizes that body unless successive 
doses are given at short enough intervals and 
over a long enough period of time to cause im- 
munity. 

When a foreign protein is administered and 
the body becomes sensitized, a subsequent dose 
causes symptoms of anaphylaxis. 

Foreign proteins may be introduced subeu- 
taneously or via the digestive tract. In the first 
instance it goes into the blood stream unchanged, 
and in the second it comes in contact first with 
the digestive juices. The digestive juices split 
up the foreign protein, and as their action pro- 
gresses, the power of sensitizing diminishes. 
There is some question whether amino acids, the 
end products of the digestion of protein, are 
capable of sensitizing animals. It is also uncer- 
tain whether a foreign protein can pass un- 


changed through the healthy mucous membrane 


of the adult. Injury to the mucous membrane is 
probably necessary, except shortly after birth, 
before the foreign protein can be absorbed un- 
The greater the injury to the intes- 
tinal mucous membrane the more easily can for- 
elgn protein pass through the intestinal wall.? 
The younger the infant is the more easily can a 
foreign protein pass through the healthy, un- 
This is important 


easily can he become sensitized. 
Sensitization may be inherited by the young 


animal from its mother, and so it is conceivable 
that, in some instances, a child can be born sen- 
sitive to certain foreign proteins. 


An infant 
may either have an inherited tendency to ana- 
phylaxis; it may become sensitized during the 
first few days of life; or in later infancy during 
a digestive upset or a diarrhea. 

Many writers have suggested that asthma 
might be a form of anaphylaxis, but up to date 
no evidence has been presented to prove this 
view. 

Philadelphia and London, 


21 Vaughan: Protein Split Products, 


1913. 


2Lust: Jahrb. f. Kinderh., 1913, vol. xxvii, 243. 
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In 1912 Osear M. Schloss* reported the results 
of a series of brilliant investigations on the 
effect of egg injected into animals, and was the. 
first to draw attention to the fact that the symp- 
toms of egg poisoning in children were the signs | 
of allergy or anaphylaxis. He studied a child. 
of eight years who was poisoned whenever he 
ate eggs, almonds, or oatmeal, and found that he 
could cause an urticarial wheal to appear on the 
searified skin whenever he applied the protein 
of any of these substanees. This wheal ap- 
peared in from five to fifteen minutes after the 
test was made. Egg white diluted with water 
reacted in this child in dilutions from 1:10 to 
1:150, while ovomucoid dissolved in distilled 
water reacted in this manner up to dilutions of 
1: 15.000. Egg yolk in distilled water reacted 
only in dilutions up to 1:10. 

Schloss was able to immunize this patient by 
giving him minute doses of ovomucoid in cap- 
sules three times a day. The dose was in- 
creased, at first gradually, and later more rap- 
idly, so that at the end of two and one-half 
months immunization was complete and the 
boy was able to eat egg without any symptoms. 

During the past two and one-half years the 
writer has studied eleven cases of egg anaphy- 
laxis. Ten of these eleven cases had had eczema 
sometime during infancy or childhood. Six of. 
the eases had severe asthma. 

These cases were studied in the first place to} 
see if there was any connection between eggs in | 
the food and the asthma; and in the second 
place a skin test was made according to Schloss 
to determine if the individual was sensitive to 
eggs. 

The skin test was performed as follows :— 

(a) In patients giving the history that egg 
was poisonous to them, the skin of the flexor sur- 
face of the arm was cleansed with soap and 
water and aleokol, and then egg rubbed into the 
unbroken skin, Very sensitive individuals re- 
acted within five to fifteen minutes, an urticarial 
wheal appearing at the place of application. 
The severity of the reaction was measured by 
the size of the wheal. 


(b) In less sensitive cases the skin was 
cleaned as above and then scarified, either by 
making a linear incision about three-quarters of 
an inch long, or by making a round puncture in 
the manner described by von Pirquet. Care 
should be taken merely to break the skin and to 
draw as little blood as possible. The white of a 
fresh egg was then rubbed gently into one scari- 
fication, while a second one was left for a con- 
trol. <A positive reaction is shown by an urti- 
carial wheal at the site of application. It is not 
wise to do more than one test at the first visit if 
there is a quick and pronounced reaction, be- 
cause enough egg may be absorbed to cause an 
attack of asthma. At a later visit the skin may 
be tested with dilutions of egg albumen to de- 
termine how sensitive the patient is. 

Am. Jour. of Dis, Children, 1912, vol. 3, 


3 Schloss, Oscar M.: 
No. 6, p. 341. 
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A number of other cases of eczema have 
been studied in the Children’s Department of the 
Massachusetts General Hospital, but to date 
they have shown very few instances of egg idio- 
synerasy. In one instance it was found that an 
infant of three months with eezema had an ana- 
phylaxis to egg white. This diagnosis was made 
by the skin test described above, which was posi- 
tive to egg white. As the infant was said never 
to have had any food other than the breast, it 
seems probable that the idiosynerasy was heredi- 
tary. 

The following cases are reported to illustrate 
the various types of asthma which may be due 
to egg :— 


Case 1. R.S., male, age five years; was born at 
full term, was breast fed for one month, and then 
weaned. He did well with the exception of a slight 
digestive upset at six months and eczema at one 
year, which lasted two months. At fourteen months 
he was given a quarter of an egg, which was 
promptly vomited. He vomited several times after- 
wards, and about two hours later began to have 
“hives,” which increased so that six hours later he 
was so swollen up that he could hardly see out of his 
eyes. When he was two years old he began to have 
colds and digestive upsets. His stools showed a 
considerable excess of fat under the microscope, and 
it was found that he was much better with dimin- 


ished amounts of fat in his food. His adenoids 


were removed at this time, because of the colds, 
with some improvement. At two and_ one-half 
years the colds became more asthmatic in type, al- 
though they were never typical. Repeated physical 
examinations showed a normal, active boy. The 
heart, lungs, liver, abdomen, and spleen were nor- 
mal. The urine was normal. Up to this time 
eggs were excluded from his food because “they 
poisoned him.” On Feb. 1, 1914, he went to a 
party where he had some sponge cake covered with 
frosting made with the white of egg. He ate a 
good deal of the cake and shortly afterwards had an 
urticarial eruption all over his body, which was fol- 
lowed by a cough without fever. Physical exami- 
nation including the ears was normal except that 
there were many medium and coarse musical rales 
scattered over both chests, and he had considerable 
difficulty in breathing (mild asthma). No treat- 
ment affected the bronchitis for about three weeks, 
after which it gradually disappeared. The fact that 
the bronchitis followed so quickly after eating egg 
made it seem probable that egg had some connec- 
tion with the bronchitis, so it was decided to give 
him minute doses of egg white in capsules. He was, 
therefore, given one capsule containing one milli- 
gram of powdered egg white a day. The first cap- 
sule brought blotches out on his face. After receiv- 
ing three capsules for a few days his bronchitis re- 
turned and he became miserable. The capsules 
were, therefore, omitted and the bronchitis imme- 
diately disappeared. A few days later the capsules 
were again administered with the same result. This 
sequence of events was repeated three times, and 
established an etiological connection between the 
ingestion of egg white and the bronchitis. 


Summary. No family history of anaphylaxis. 
Mild eczema as an infant. Egg, so far as is 
known, for the first time at fourteen months, 
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followed immediately by symptoms of anaphy- 
laxis. At two and one-half years bronchitis 
which simulated asthma. At five years mild 
asthma brought on by egg white. Physical ex- 
amination ruled out other causes of asthma. 


Case 2. <A. H., male, age five years. His parents 
gave no history of anything that might be attrib- 
uted to anaphylaxis except that the mother is un- 
able to eat certain kinds of fish. He was born at 
full term, and was always bottle fed, having con- 
siderable trouble with his digestion. During the 
latter part of the first year he had eezema. At four- 
teen months his adenoids were removed, because of 
frequent colds, with some improvement, but as the 
colds still persisted, the adenoids were again re- 
moved at two years. After that the character of 
the colds changed, going down into the chest and 
becoming “wheezy.” Since then the attacks have 
been asthmatic. He had ‘never been able to eat 
eggs” because they poisoned him. He was first 
seen at three years of age and found to be fairly 
developed and nourished. The lungs were hyper- 
resonant throughout with slightly prolonged expira- 
tion and an oceasional squeak. The physical ex- 
amination was otherwise normal. The urine was 
normal. Careful dieting (cutting eggs out of the 
diet) and regulating of habits improved his general 
condition and diminished the number and severity 
of his asthmatie attacks. At four years he was also 
found to have “horse asthma.” 

It was decided then to start immunizing him to egg 
albumen by administering egg white in capsules. 
He received a one milligram capsule once a day on 
each of three successive days. The second day he 
became cross and the morning of the third day he 
began to sneeze and a rash appeared beneath the 
skin. On the evening of this day he had a typical 
attack of asthma in which he “lost in a few hours 
what he had gained in a year.” The capsules were. 
therefore, discontinued and his bowels cleared out 
with calomel. The next morning there was no rash 
and the asthma had entirely disappeared. Since 
that time he has eaten no egg and has been free 
from asthma. This boy is very sensitive to egg al- 
bumen and ean be kept free from asthma as long as 
he receives no egg in his food and keeps away form 
horses. The skin test was positive to egg white in 
12 minutes, and appeared as a slightly reddened ur- 
ticarial wheal. 


Summary. Mother cannot eat certain forms 
of fish. Eezema as an infant. Egg idiosyn- 
crasy, colds, asthma following administration of 
egg, removal of adenoids without improvement- 
Horse asthma. Physical examination ruled out 
other causes of asthma. Positive skin test to 
egg white. 


Case 3. T. G., male, age five years. Both par- 
ents are healthy and give no history of any form 
of anaphylaxis. Child was born at full term and 
was breast fed for two months. After that he had 
more or less eczema and trouble in digesting the 
fats. He began to have asthma when two and one 
half vears of age. His tonsils and adenoids were 
removed because of the asthma, without any im- 
provement. Repeated physical examinations and 
urinary examinations revealed nothing abnormal. 
He had never been able to eat any form of eggs. 


On December 28, 1912, a specifie skin reaction to 


egg albumen was obtained by rubbing egg white 
into the unbroken skin of the flexor surface of the 
arm. The reaction appeared in about five minutes 
as many confluent urticarial wheals. This positive 
reaction established the fact that he was sensitive to 
egg albumen. On January 13, 1915, he was given 
minute doses of egg white in capsules, the number 
and size being gradually increased. On February 
6 he was receiving ten milligrams of egg white a 
day without symptoms. His skin was again tested 
with egg, and although there was a reaction it was 
not so pronounced, nor did it appear as rapidly as 
the previous one. The first reaction produced a 
confluent wheal, while the second one showed two 
small discreet urticarial patches. The amount of 
egg was then increased so that on April 10 he re- 
ceived thirty milligrams a day. At this time the 
egg test caused only five little spots about the size of 
the head of a pin to appear; these disappeared 
quickly, and did not persist as long as the previous 
ones. It was then found possible to give him larger 
doses of egg, and in May, five months later, the 
child was eating a teaspoonful of the white of an 
egg a day without any symptoms. The asthma, 
which had previously been very severe, was not as 
bad as usual. Since December 3, 1913, he has been 
able to eat a whole egg with relish and without any 
symptoms of poisoning. He was, therefore, com- 
pletely immunized to egg albumen, and since then, 
a period of over a year and a half, has had no 
asthma. A complete and permanent cure of the 
asthma came in this case with the immunity to egg 
albumen. 


Summary. No family history of anaphy- 
laxis. No history of sensitizing doses of egg. 
Persistent eczema. Idiosyncrasy eggs. 
Asthma. Positive skin test to egg wh'te. Phys- 
ical examination ruled out other causes of 
asthma. Immunization to egg albumen. Cure. 


Case 4. R. M.* The father has hav fever and a 
younger brother has some idiosyncrasy to eggs with- 
out asthma for several years, but for the past three 
years has been able to eat eggs with impunity. 

The patient was breast fed for five months and 
after that he was bottle fed. He had eczema, also 
some difficulty with his digestion during infancy. 
and since then his skin has always been dry with a 
tendeney to eczema. He was circumcised when 
seven years old because of eczema of the scrotum 
and groins. 

At three vears he began to have severe attacks of 
asthma occurring at first about once in six months. 
These attacks became more frequent and eventually 
there was an attack every three or four weeks dur- 
ing the winter and less frequently during the sum- 
mer. He had never been able to eat eggs. On Sep- 
tember 2%, 1912. it was found that plain white of 
egg¢ rubbed into the skin of the flexor surface of 
the arm caused a marked urticarial wheal to appear 
in about seven minutes. This disappeared in abont 
one-half an hour. Egg white diluted with normal 
salt solution one-half and one-quarter strength 
caused a reaction. When a slight abrasion was 
made on the skin, the reaction was more marked 
and came more promptly. usually in about four 
minutes. The skin reacted in this manner in dilu- 

* The writer is indebted to Dr. McKeen for the privilege of re- 
porting this case 
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tions about one to ten thousand. The yolk of an_ 
egg rubbed into the intact skin apparently gave no) 
reaction, while that rubbed into an abrasion caused 
a reaction in ten minutes. Several dilutions were. 
tried the same day and a few hours after these ex- | 
periments were completed, the boy developed one of 
the most violent attacks of asthma he had had for a_ 
long time, and was confined to his bed for several 
weeks. On January 10, 1913, immunization was. 
commenced with dry white of egg powder, starting 
with five milligrams in capsules. This at first 
caused severe gastric pain and nausea. It was re-. 
peated a few days later with less effect, and grad- 
ually the dose was worked up so that in six months 
he was taking one gram of egg white three times a. 
day. His asthmatie attack in the meantime had_ 
grown less and less severe so that at the end of six. 
months they had entirely disappeared. He was then. 
given some of the dried powdered egg white mixed 
with his cereal. A few minutes later his lungs 
filled up alarmingly, and for the rest of the day he 
had marked dyspnea and coughing. Treatment was, 
therefore, discontinued for a day or two, after 
which the previous doses in capsules were again 
commenced. During the winter of 1914 he had 
several quite severe infections without any recur- | 
rence of the asthma. He is now taking five hun- | 
dred milligrams of egg white in. capsules twice a. 
day but it does not seem safe to give him any ordi- 
nary egg in his food. He has been free from 
asthma for nearly a year. 


Summary. Family history of anaphylaxis. 
Eezema and indigestion as an infant. Idiosyn- 
crasy to eggs. Asthma. Positive skin test. Im- 
munization and cure. Physical examination 
ruled out other causes for asthma. 


Case 5. F.I., male, age 534 years. The father | 
and paternal grandmother have hay fever. For the 
first six months he gained no weight and had in- 
digestion. He did not have eczema. During the 
second six months he gained very rapidly and was 
of average weight at the end of the first year. 
There was no history of his receiving egg during 
this time. He was unable to eat eggs except when 
they were cooked. (This is of interest because it is 
possible that the heat in cooking denaturized the 
egg albumen.) The last time he received uncooked 
egg, his face swelled up and became yellow, and he 
vomited almost incessantly for two hours. He has 
had hay fever. 


At one year he commenced to have asthma (there 
is no record at that time of any connection between 
it and egg), and had seven or eight attacks during 
the winter. This continued until he was three 
years old, when his adenoids were removed. After 
that he did not have so many attacks of asthma 
and improved in general condition. At five years, 
when he was first seen, he was having an attack of 
asthma once in five to six weeks, which usually 
lasted two nights and a day. His physical examina- 
tion was normal and showed no cause for the 
asthma. The urine was normal. The skin test 
was not made in this case and there was some doubt 
as to whether it was a case of asthma due to egg 
or not. The fact that he could not eat raw egg 
made it seem probable that an idiosyncrasy to eggs 
played some part in this case. It was, therefore, 
determined to proceed in the usual manner in im- 


months. 


munizing him. Gradual increasing doses of egg 


white in capsules were commenced on November 18, 
1913. One month later it was reported that he 
acted like a different child and had had one attack 
of asthma, which lasted fifteen minutes. (This 
was the shortest attack he had ever had.) He con- 
tinued to eat the cooked egg right along and con- 
tinued to improve until on January 29th, it was de- 
cided to give him some powdered egg white not in 
capsules. Almost immediately after its adminis- 
tration he began to cough and at the end of five 
days the cough had become asthmatic. The egg 
albumen was, therefore, given in capsules and the 
cough immediately stopped. Since then he has been 


entirely free from asthma. 


Summary. Family history of anaphylaxis- 
This case is not as clear cut as those reported 
above; the only explanation that can be given 
for the results is that the asthma was due to 
raw egg albumen. Idiosyncrasy to egg. Asthma. 
Immunization to raw egg. No asthma in past 
Still has hay fever. This case is 
reported in this series, despite the fact that it is 


not proven, because it suggests that there is a 


difference in the action of raw and cooked eggs. 


Case 6. E. B., male, age 814 years. Had a nega- 
tive family history except that the father had hay 
fever, which was cured by an operation on his nose. 
He was breast fed for two weeks and after that on 
modified milk. When he was six months old barley 
water was added to his formula and resulted in an 
acute digestive upset. Castor oil was given and he 
received nothing for three days but albumen water 
(egg albumen), after which it was discontinued. 
At one month he commenced to have eczema, which 
started on his chin and spread over the whole body. 
It was so severe at times that he had to wear a 
mask. At ten months the eczema disappeared and 
two weeks later he had his first attack of asthma, 
which was very severe and lasted one week, with- 
out fever. At twelve months he was given beef 
juice for the first time. Two minutes later a rash 
appeared on his body and face, and fifteen minutes 
later an attack of asthma started. Beef juice was 
tried several times since with the same result. 
About this time egg albumen was again tried. It 
caused nausea and vomiting and was followed by 
asthma. Since then he has been unable to take egg 
in any form without these symptoms. For the 
past three to four years he has been able to take 
beef and beef juice without any trouble. He has 
had three operations on his nose and throat without 
improvement. He usually has an attack of asthma 
about once in ten days to two weeks and since the 
beginning has not been more than six weeks with- 
out an attack. The last attack of asthma, a very 
serious one, was brought on by an egg taken in a 
soda by mistake. He also has severe hay fever. His 
physical examination in the latter part of an attack 
showed a fairly developed and nourished boy, weigh- 
ing forty-eight and one-half pounds in his clothes. 
He was barrel-chested and round shouldered. His 
lungs were hyperresonant throughout, expiration 
prolonged, and there were many medium and fine 
squeaks in both chests. The physical examination 
was otherwise normal. The urine was normal. 

On March 7, 1914, immunizing doses of 
white were commenced. It was found that the dose 
could be increased only very slowly. On July 27, 
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1914, he was receiving six milligrams of egg white 
a day. Egg albumen rubbed into the skin of the 
forearm caused an urticarial wheal (12x10 mm. 
to appear within seven minutes. This persisted for 
three-quarters of an hour and then disappeared. 
That night he had a severe attack of asthma. Dur- 
ing the attacks of asthma, it has been necessary to 
reduce the dose of egg white because it invariably 
increased the symptoms for about two hours after 
its administration. Since he is supposed to receive 
no egg in his food, the question might be raised as 
to the possible connection between the egg and the 
attacks of asthma. This apparent discrepancy may 
possibly tind an explanation in the fact that egg is 
often used in the manufacture of certain articles of 
food, such as crackers. Since the time that im- 
munization was started the attacks of asthma have 
been decidedly less severe, although they are not less 
frequent. The boy looks and acts much better and 
has lost his worried, anxious expression. 


Summary. Family history of hay fever. 
Eezema. Asthma due to eggs; positive skin test- 
Immunization still being carried on. Slight but 
definite improvement. Hay fever. Physical ex- 
amination rules out other causes of asthma. 

Etwology. Although the underlying cause of 
the asthma in this series of cases was anaphy- 
laxis to egg albumen, the writer wishes to em- 
phasize the fact that egg albumen is not the 
sole cause of asthma. For example, hay fever, 
or anaphylaxis to the pollen of flowers, was a 
complicating factor in some cases, horse asthma 
in others, and the last case was complicated at 
first by an anaphylaxis to beef juice. 

The family history suggests that a sensitive 
condition of the blood may be transmitted from 
one individual to another. This theory re- 
ceives support in the fact that this transmission 
of sensitivity of the mother to her offspring has 
been noted in animals. If this is not transmit- 
ted directly, a predisposition toward sensitiza- 
tion may be inherited. 


It seems more probable that the sensitivity | 


may be acquired, as it apparently was in Case 6. 
Unfortunately, the data obtained from the his- 
tories were not definite enough to be of positive 
or negative value in the other cases. 

The diagnosis is made from the history and 
by the specific skin reaction. 

Treotment. When the diagnosis is made, one 
of two courses may be pursued: either all egg 
may be excluded from the diet, thus removing 
the cause of the asthma; or the patient may be 
immunized to egg white albumen. This latter 
course seems to be the most logical because it is 
a hardship to grow up unable to use eggs, and 
because it is almost impossible for a person of 
this type to absolutely exclude eggs from their 
diet when they dine at any other table than 
their own. Small doses of egg white should be 
given in capsules, the dose being gradually in- 
creased until the patient is immunized. Great 
care should be taken to start below the limit of 
tolerance and to gradually work up from this 
point. Usually it is safe to commence with one 
milligram of egg white a day, but occasionally 


'even this dose is too large. Schloss showed in 
his case that coincident with the immunization 
_to egg white came immunization to the protein 
of oat meal and decreased susceptibility to the 
protein of almonds. It is impossible to say how 
far this parallel immunization will reach. It 
seems probable that those patients suffering 
_with horse asthma will have to be immunized 
subsequently to horse serum. The same state- 
ment applies to other proteins which may be 

found to have a connection with asthma- 

Summary. The evidence at hand points to 
the fact that asthma is a manifestation of ana- 
phylaxis, i.e. a local manifestation in the lungs. 
It is conceivable that the urticaria which is seen 
/on the skin may also come on the mucous mem- 
brane of the bronchi, and thus cause the symp- 
toms of asthma. Asthma in a certain number of 
children is due to egg poisoning. Searification 
of the skin and inoculation with egg white will 
|show whether egg albumen is the specific cause 
(of the asthma. Many, if not all cases of egg 
_asthma may be immunized to egg white by feed- 
‘ing them with gradually increasing doses of egg 
albumen in capsules. When the egg idiosyn- 
erasy is cured the asthma stops unless an idio- 
synerasy to some other protein complicates the 
situation. Horse asthma is an anaphylactic phe- 
nomenon due to protein of the horse and may be 
recognized by scarifying the skin and applying 
horse serum. A similar reaction to the egg re- 
action results. It is impossible with the present 
state of our knowledge to state what other pro- 
teins may have an etiological relation to asthma. 


This communication is in the nature of a pre- 
liminary report and it is hoped that future in- 
vestigations will determine what other proteins 
may cause asthma. 


OUT-PATIENT WORK IN THE MASSA- 
CHUSETTS STATE HOSPITALS FOR 
THE INSANE.* 


By A. WARREN STEARNS, M.D., Boston, 


Assistant in Out-Patient Organization, Massachusetts 
State Board of Insanity; Instructor in Neurol- 
ogy, Tufts Medical School, Physician for 
Mental Diseases, Boston Dispensary. 


IN the past few years the attitude of the pub- 
lie towards state hospitals has undergone a de- 
cided change. This is also true of the hospitals’ 
conception of their duty tothe public. Though 
there is abundant evidence to show that in the 
beginning, hospitals for the mentally sick, were 
established with the idea of curing their pa- 
tients, this idea has often seemed remote com- 
pared with the pressing need of custodial care. 
Because of their anti-social conduct many pa- 


* Being State Board of Insanity Contribution No. 34 (1914.14). 
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tients were formerly lodged in jails. This, to- 
gether with the fact that many needed to be 
kept in the hospital against their will, led to a 
more or less close grouping between the criminal 
and the insane. Indeed, today in Washington, the 
receiving hospital and the jail are in the same 
yard. For many reasons this custodial idea has 
rapidly given way to an hospital ideal. The de- 
velopment of laboratories in nearly all hospitals 
has been a tremendous stimulation to the medical 
side of the work. Now, even crime itself is be- 
ing separated from the realm of sin to be placed 
in that of disease. More and more, patients have 
been sent to hospitals for treatment, though gen- 
eral use of the hospital for mental trouble came 
much later than for other ills. New legislation 
was enacted to make admission easier and so get 
patients under treatment earlier. Even this did 
not prevent a long period of time between the 
first symptom and admission to the hospital. 
The growth of preventative medicine in the past 
few years finally reached psychiatry. Failure 
to cure made prevention more necessary. To 
prevent one must see a case as soon as or before 
the first actual symptom. The hospital itself 
could not expect to accomplish this. And so 
when the Psychopathic Hospital was planned, a 
spacious out-patient department was added. 
Some then doubted there being a field for such 
a department. For some years, one day a week, 
has been set aside at Waverley for examination 
of out-patients. Except for this the opening of 
the out-patient department at the Psychopathic 
Hospital on January 1, 1913, was the first clinic 
to be established at any hospital for the insane 
in this state.* 


This department has grown to be a very large 
clinic. In the year from June 1, 1913, to June 
1, 1914, there were 1031 first, and 4244 total 
visits. One of its most important functions, and 
one which was foreseen by but few has been, the 
examination of children for various societies and 
courts. This has necessitated a special psycho- 
logical department with many examiners. A 
clinic for defects of speech has been incorpo- 
rated. The importance of the Social-Service De- 
partment can best be shown by a summary of 
the ‘‘Developments in the first year’s work, 
June, 1913, to June, 1914,’’ kindly furnished me 
by the hospital: 


Classification according to action taken: 


Ilistory for diagnosis ........ 30 
Arrangements for discharge ........... 23 
Reference to other agencies ............ 33 
Prophylaxis for other members of the fam- 

Supervision or after-care .............. 62 
12 


*The Foxboro State Hospital began out-patient work on inebri- 
ates only in 1909. 


Staff: 

Chief of social service appointed May, 1913. 

First assistant appointed February, 1914. 

Three students from School for Social Work- 
ers. 

Ten other volunteers, time varying from one 
day a week for two months, to half time for 
seven months. 

Historian in out-patient department who se- 
cures minimum information about every pa- 
tient. 

Follow-up System in Out-Patient Department 
by which a patient who fails to report is writ- 
ten to and later communicated with by tele- 
phone or visit. (In charge of volunteer on 
half time. ) 

Co-operation with social agencies: 

Outline for history suggested. 

System of written reports of examinations. 

Blank for later information from _ social 
agency to the hospital. 

Men’s club for discharged alcoholic patients, 
meeting once a month. Average attendance 
of 12. 

Prophylaxis for the families of syphilitic pa- 

tients. 

Systematic effort to secure examination and 
treatment for other members of the family 
of patients with syphilis. 

Statistics: 

Monthly statistics in the out-patient depart- 
ment. 

Statistical notes on need of social service. 
(Given at first and second annual confer- 
ences. ) 

Clinic for social workers: 

Once a week during the winter. 

Committee on Employment and After-Care: 

To employ a special agent Oct. 1, 1914, to find 
employment for patients and to study the 
relation between mental disease and indus- 
try.’’ 

The medical work in this clinic is done by 
physicians assigned to such duty from the house 
and by practising physicians who come on regu- 
lar days. 

A daily clinic is held from 2 to 5 in the after- 
noon. 


As early as 1885, a boarding-out or family- 
care system was established in Massachusetts 
along lines used in Scotland and Belgium. Since 
this time 1242 quiet patients have been placed 


.|In families and have been under the supervision 


of a medical director with visitors from the of- 
fice of the State Board of Insanity. In 1905 a 
law was passed allowing the trustees of each 
hospital to place out-patients in the same way. 
This led, in 1910, to the appointment of a phy- 
sician on half time by the Northampton State 
Hospital to supervise such cases. Gradually a 
certain amount of after-care has been added to 
her work. Later, Westboro, Medfield, Taunton 
and Worcester Asylum undertook similar work. 
At present there are but 41 patients out under 
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this law distributed as follows: by Northampton 
26, Taunton 10, and Westboro 5. 

Since 1910 the Eugenics Record Office has 
sent workers to Danvers, Worcester, Northamp- 
ton, Taunton, Monson and Boston hospitals to 
work on heredity. These workers have been 
utilized to a greater or less degree for after-care 
work. At Danvers there are now two workers 


devoting most of their time to after-care. At | 


the Boston State Hospital one social-worker de- 
votes most of her time to after-care, in addition 


to those already mentioned at the Psychopathic | 


Department. 

Many hospitals have requested certain patients 
to report for a few times after discharge. In 
1883 a law was passed by which any patient 
might go out on a trial visit of 60 days before 
actual discharge and in 1905 this visit was made 
six months. This gave an excellent opportunity 
for after-care, but with the exception of scat- 
tering cases little has been done in this field 
until within two years and this little has lacked 
system and completeness. Especially lacking, 
has been the co-operation between hospitals, and 
social-service has been in its infancy. 

Work on Mental Hygiene had been carried on 
here and there, medical societies have occasion- 
ally met at state institutions, and physicians 
have frequently addressed bodies concerning 
their work. The Danvers Hospital has made an 
especial effort to get the good will and support 


sending out printed matter. The activity of 
the Psychopathic Hospital in this line has done 
much to arouse interest in the care of the insane. 

From the foregoing it will be seen that much 
has been done in this state which comes under 
the general head of out-patient activity. On the 
other hand little organized effort has been made 
and little attention directed toward this impor- 
tant field of medical work. A person needing 
expert advice in mental disease could obtain it 
only with great expense and difficulty except in 
Boston and one or two large cities, and few ot 
‘those being committed to our institutions had 
such advice before this step was taken. Also, of 
‘the 3155 patients returned to the community 
from the state hospitals last year but a small 
proportion ever received subsequent advice. 

The outlook for the future is more hopeful as 
one of the first actions of the reor. anized Board 
of Insanity was to determine upon a policy for 
out-patient work for the hospitals. The extent 
of this is well shown by quoting from Bulletin 
No. I of the Massachusetts State Board of In- 
sanity for September, 1914, viz: 

‘*This is a policy which will affect all of the 
institutions and the whole state, as it is the in- 
tention of the Board to simulate each hospital to 
reach out into the community, and to be, as has 
been said, responsible for the mental health of 
the community or district which is covered by 
each hospital. The Board recommends that each 


of the medical and lay public in its district by 


hospital now doing out-patient work should ex- 


In the same Bulletin the following outline for 
Hospitals was given: 
OUTLINE FOR OUT-PATIENT WORK AT 


Clinic 


out-patient work at the Massachusetts State 


THE MASSACHUSETTS STATE HOSPITALS. 


( Examination and treatment of all pre- and no-hospital 
cases, such as psychoneuroses, alcoholics, syphilities 
and mildly insane. 

Diagnosis of feeble-minded. 

Training of practising physicians in mental disease. 

Examination of special cases for courts, physicians 


Hospital (out-patient < After-care work 


department) 


Boarding-out work 


Mental hygiene and pre- 
prevention 


Organization of Out-Patient Staffs. 


Medical head of Out- 


Patient Department Social service 


L Clerks 


and social agencies. 


Systematic follow-up work, such as interviews with 
patient and family before discharge, supervision 
when discharged, employment, aid return to clinic 
or hospital when advisable. 

To take out-patients from other hospitals if in district. 


ing places, supervision of patients boarded out in 
district, co-operation with state boarding-out system. 
Education of medical and lay public in matters relat- 
ing to prevention of insanity, care of insane by 
state or community, eugenics, alcoholic and syphilis 
problems and the scope of the state work in general. 


. 
[ine of hospital cases, investigation of future board- 


Doetors and internes or medical students and psycholo- 


Medical assistants { gists from hospital or community, especially prac- 


tising physicians in neighborhood, to work in clinic. 


Paid and volunteer workers to work in clinie and out- 
side on after-care and boarding-out work. 


Historian, stenographer, and record clerk to work in 
clinic and also on clerical part of other work. 
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tend the same along the general plan outlined 


for all the institutions that the work may be 
uniform, and that those institutions which have 
not been doing out-patient work shall at the 
earliest possible date establish out-patient de- 


partments and out-patient clinics in the several | 
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large cities in their own district, preferably in| 


the evening, when every one may visit such clin- 
ies without interference with their duties or 


jeopardizing the positions which they may hold. 


The Board feels that this may be started with- 
out an increase of expense or increase in the 


staffs, as members of the staffs will be glad to 


see early cases and work along the lines of pre- 
vention, and also see discharged cases, thereby 
keeping track of them. 


715 


Apparently the first blood transfusion ever 
performed for hemorrhagica neonatorum was 
done in New York by Dr. Alexis Carrel, and 
was reported by Dr. Lambert* in the issue of the 
Medical Record for May 30, 1908. The method 
employed was direct end-to-end suture of the 
left radial artery of the father (donor) to the 
baby’s right popliteal vein. The baby, much ex- 
sanguinated by repeated rectal hemorrhages, re- 
covered. The technic of this method, probably 
possible only to experts, like the operator, is so 
difficult as to make the operation practically 
prohibitive as a generally available method of 
treatment. Another case transfused by Dr. 
Carrel, was reported by Mosenthal® in 1910, a 


third by Dr. A. A. Berg was reported the same 


If the hospital has an after-care worker he or 


she should be present at the clinics. It is hoped 


that the out-patient department will eventually | first 
orrhagie disease of the newborn was apparently 


cover the work of the clinies, the after-care or 


social service work, mental hygiene and _ board- | J 
J. M. Jackson, and F. T. Murphy® in 1909. The 


ing-out. It is also hoped to stimulate the dis- 
charge of cases earlier than has before been pos- 
sible, for patients ean safely be sent out earlier 
than has heretofore been possible if clinies are 
established in or near the town or city where 
the patients reside. If the patients do not re- 


port regularly at these clinics the after-care 


worker will, of course, look them up immedi- 
ately. 


The Board believes that the out-patient. 


department clinics will be the first important. 


step for the prevention of mental disease, and 
that the after-care of patients will prevent the 
return of those who have been discharged.’’ 
The future development of this plan, it is im- 
possible to predict. Already clinies have been 
opened and favorably received by the Danvers 
and Worcester Hospitals, and plans are under 
way which will soon add Taunton, Northampton, 


Westboro, Bridgewater, Worcester Asylum, and | 


Monson to this list. 


TRANSFUSION IN THE TREATMENT OF 
HAEMORRHAGICA NEONATORUM. 


Iorert M. GREEN, M.D., Boston. 


(From the Clinie of the Roston Lying-in Hospital.) 


In the issue of the Boston MeEpicaL aND Sur- 
GICAL JouRNAL for March 30, 1911 (Vol. elxiv, 
p. 454), I published with Dr. John B. Swift’ a 
paper on ‘*Hemorrhagie Disease of the New- 
born.’’ At that time transfusion in the treat- 
ment of this important condition was only just 
coming into use, and there was only one case of 
its employment in the series of 51 cases which 
we reported. Today transfusion is the recog- 
nized specific curative agent for this disease, and 
it seems of interest to review the history of its 
development as an operation, and of the pro- 
gressive simplification of its technic. 


year by Schwarz and Ottenberg,* and a fourth 
by Lespinasse and Fisher.’ 
The first transfusion done in Boston for hem- 


in a private case reported by Drs. H. T. Swain, 


transfusion was done by Dr. Murphy on Feb. 
15, employing a Crile cannula and anastomosing 
the father’s (donor’s) radial artery with the in- 
fant’s internal saphenous vein. The transfusion 
was successful and the baby entirely recovered. 

The second transfusion in Boston for hemor- 
rhagic disease was the one (No. 36) included in 
the original series reported by Green and Swift. 
Here the hemorrhage was entirely hematurie in 


character, and was not checked by the treat- 


ment. The transfusion was done by Dr. Murphy 
on Sept. 26, 1909, uniting the father’s radial 
artery and the baby’s femoral vein by the Crile 
method. The blood was successfully trans- 
ferred, but the baby continued to bleed from the 
urethra, and died within 24 hours. 

The third transfusion in Boston for hemor- 
rhagica neonatorum was done on April 9, 1910, 
by Dr. J. C. Hubbard on a patient of Dr. F. 8. 
Newell,’ who reported the case in September of 
that vear. The hemorrhage in this case was from 
the stomach and bowel. An Elsberg cannula 
was employed, and the anastomosis was made 
between the father’s radial artery and the 
baby’s internal saphenous vein. ‘‘The operation 
presented considerable difficulty on account of 
the small size of the vein.’’ Nevertheless the re- 
sult was successful. 

Although the Elsberg method is probably sim- 
pler than Carrel’s end-to-end anastomosis by su- 
ture, and Crile’s enff and cannula, it still pre- 
sents such technical difficulties as greatly to 
limit the extent of its application in the ease of 
babies. Accordingly Vincent* in Boston experi- 
mented with the paraffin-coated glass tubes 
originally suggested by Brewer in 1909, and 
found in them a much easier means of establish- 
ing connection between the donor’s artery and 
the baby’s small, inaccessible vein. By this 
method he performed two successful transfusions 
for hemorrhagic disease of the newborn on Oct. 
11, 1910, and Feb. 19, 1911, using in both eases 
the femoral vein of the recipient. 


| 
| 
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In the fall of 1911, the following case oc- 
curred in the writer’s practise :— 


Case 1. A female infant, weighing 615 pounds, 
delivered at term by low forceps on Oct. 18, 1911, 
appeared in every way normal at birth. On Oct. 29 
she began to have bloody stools, four of which with- 
in six hours reduced her to a moribund condition of 
exsanguination. She was seen in consultation by 
Dr. Vincent. who advised and successfully per- 
formed transfusion, employing for the first time, in 
this case, the recipient’s external jugular vein. The 
baby had no further recurrence of hemorrhage, 
grew up and throve most gratifyingly, and is now a 
vigorous, sturdy child of 3 years, who has never) 
shown any evidence of hemorrhagic diathesis. Ay 
male child weighing 812 pounds, was normally born | 
to this patient on Oct. 18, 1914, and has since | 
shown no evidence of hemorrhagic diathesis. 


This case was reported by Vincent® in 1912. 
with three other similarly successful cases which 
he transfused in the same manner. This method 
of employing the recipient’s external jugular 
vein was another distinct advance in ease and 
speed in the technie of transfusing infants. 

On May 19, 1913. I was asked to see the fol- | 
lowing case in consultation with Dr. Bradford H. 
Pierce, of Cambridge, Mass., to whom I am 
gratefully indebted for his courtesy and assist- | 
ance :— 


Case 2. The baby, a full-term male infant, 
weighing 815 pounds, had been normally delivered 
on May 14. Of seven previous children in this fam- 
ily, one had died of hemorrhagic disease at the age 
of a week. None of the others had had any bleed- 
ing, and they were all alive and apparently healthy. | 
On May 17, the newborn infant began having rectal | 
hemorrhages, and when seen on May 19, was ex-| 
sanguinated thereby. Transfusion was advised and | 
was performed, with the assistance of Dr. Pierce, | 
employing the Vincent glass cannula and the re-| 
cipient’s external jugular vein. The anastomosis | 
was successfully made, and after five minutes of | 
flow, during which it was estimated that 4 ounces | 
of blood were transfused, the connection was dis- 
continued and the wounds closed in the usual man- 
ner. The infant made an uneventful recovery, 
having no further hemorrhages, and has grown up 
to the age of 114 years in apparently normal health. 


In the spring of 1913, I had the venue 
and privilege of performing transfusion on the | 
following case of hemorrhagica neonatorum at) 
the Boston Lying-in Hospital (Vol. 182—p. 239) | 


No. 19980 :--—- | 


Cast 3. The baby, a full-term female aaa! 
weighing 715 pounds, was precipitately delivered on 
May 28, 1913. She was apnarently well until May 
30, when sbe began to have bloody stools, 5 of | 
which, in rapid succession, reduced her to a mori- 
bund condition of exsanguination. Immediate | 
transfusion was advised and successfully performed, | 
employing the Vincent glass cannula, and the 
mother as donor. In attempting to insert the can- | 


nula into the baby’s right external jugular vein, the | 
latter was accidentally torn so that it had to be li- 
gated and abandoned. The left external jugular 


[NOVEMBER 5, 1914 


vein was then exposed, the cannula inserted, and 
the blood-stream allowed to flow for six minutes. 
The baby’s color was now excellent, and the trans- 
| fusion was discontinued. The baby had no further 
hemorrhages, made an uneventful convalescence, 
and was discharged well on June 19, weighing 7 
pounds, 9/5 ounces, and nursing at the breast. 


In the summer of 1913, Kimpton and Brown’® 
published the results of their important research 
' work on **‘A New and Simple Method of Trans- 
_fusion’’; and in the fall of the same year Kimp- 
ton?! still further elucidated the merits of this 
_method and reported a series of 15 cases of trans- 
fusion performed by it, one of them being for 
hemorrhagica neonatorum. This was unfortu- 
nately unsuccessful as the baby died just as 
transfusion was begun. 

Kimpton’s method of transfusion by means of 
glass cylinders is now familiar to all, at least in 
theory, and its superiority to all other methods 
thus far devised seems obvious. It presents only 
three technical difficulties: the coating of the 
tubes, and, in the case of infants, the exposure 


of the recipient’s vein and the introduction into 


it of the cannula tip. The first, however, can be 
effectively mastered by practise; the two others 
are no greater than in Vincent’s method; and 


‘the difficulties of isolating the donor’s artery 


and effecting an approximation between donor 


/and recipient are entirely eliminated. Kimp- 
_ton’s method is rapid, simple, and easy enough 


to be learned by any surgeon of reasonable train- 
ing and dexterity. It does not require expert 
skill. [ts development has revolutionized trans- 
fusion and has placed this valuable and life- 
saving procedure in the hands of the average 


‘competent surgical practitioner. 


In the spring of 1914 I had the opportunity 
and privilege of assisting Dr. Nathaniel R. 
Mason in transfusing by this method a ease on 
his service in the out-patient department of the 
Boston Lying-in Hospital — 


Case 4. The baby, a full-term female infant, 
weighing 6 pounds, was delivered normally on 
March 31, 1914, and on April 3 began to have rec- 
tal hemorrhages. She was transferred to the hos- 
pital and on April 4, being in a condition of ex- 
treme exsanguination, was successfully transfused 
by the Kimpton method. about four ounces of blood 
being taken from the father. The recipient’s right 
external jugular vein was used. The baby made an 
uneventful recovery and in ten days was discharged 
well, nursing at the breast and gaining weight. 


The most complete study to date of transfu- 
sion in the treatment of hemorrhagica neona- 
torum was recently published by Lespinasse,’? 
who still employs the Crile method and the re- 


cipient’s femoral vein. He reports 14 personal 


eases and collects from the literature 23 others 


| in which transfusion was done for this eondi- 


tion by one or another technic. Among these 


27 cases there were only 3 deaths, a mortality of 
only 8%. 


Quite recently I have had the opportunity and 
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privilege of transfusing another case of hemor- 
rhagica neonatorum, seen in consultation with 
Dr. B. H. Metealf, of Winthrop, Mass., to 
whom I am gratefully indebted for his courtesy 
and for the use of his private hospital and oper- 
ating room. 

©ase 5. The baby, a seven-pound male infant, 
was delivered normally at term on Oct. 3, 1914, and 
almost immediately began to pass bright blood from 
the penis. This would be sometimes mixed with 
urine, at other times apparently pure. The hema- 
turia continued unabated for three days. Seen on 
Oct. 7, no loeal cause for the hemorrhage could be 
found. The baby was exsanguinated, though not 
moribund, and transfusion was advised and _ per- 
formed by the Kimpton method, with the assist- 
ance of Dr. Raymond H. Parker, of Winthrop. 
About 8 ounces of the father’s blood were given into 
the baby’s left external jugular vein. The baby im- 
proved as usual after transfusion, but continued to 
have a small amount of persistent bleeding from the 
urethra. He gradually became again exsanguinated 
and died on Oct. 15. Autopsy showed the viscera 
normal except for distention of the right renal 
pelvis, calices and ureter with blood. Apparently 
the bleeding in this ease was solely from the right 
kidney. 

Of the post-operative care of such cases little 
is to be said, save that for a week at least 
they should be kept warm and quiet, should not 
be bathed, and should be fed hourly by hand, 
with breast-milk if possible, in a dosage begin- 
ning at one dram and increasing to one ounce. 

The almost specific therapeutic value of trans- 
fusion in hemorrhagie disease of the newborn 
seems now established beyond peradventure. To 
the 37 cases collected by Lespinasse, this paper 
adds 4 cases (my first case having been pre- 
viously reported by Dr. Vincent). The four 
deaths in this series of 41 cases represent a mor- 
tality of 10%. As the mortality under older 
methods of treatment has been at least 
50%, this in itself seems sufficient evidence for 
the value of transfusion. 

Transfusion. therefore, is a procedure which 
should invariably be promptly employed in the 
treatment of hemorrhagica neonatorum, when- 
ever the early hemorrhages are more than tri- 
fling, or if they persist. The development and 
simplification of the technic of the operation has 
now placed it within the reach of all general 
practitioners to whom a surgeon of average com- 
petence is available. It is my belief that the 
Kimpton method will ultimately supplant all 
others, as its superior advantages and simplicity 
become more generally known. 

The greatest need of further investigation in 
hemorrhagic disease of the newborn is in the 
knowledge of its etiology. In more than half 
the cases a definite history of parental syphilis 
can be obtained. My personal belief is that this is 
the most frequent, if not the only cause. 


CONCLUSIONS. 


l. Transfusion is a procedure of definitely 
established specific curative value in the treat- 
ment of hemorrhagic disease of the newborn. 


2. Ly its use the mortality of this disease has 
been already reduced from 50% to 10%. 

3. A probable further reduction of mortal- 
ity may be expected in future from its more 
prompt and universal application. 

4. Successive improvements and _ simplifica- 
tions in the technie of transfusion have now 
made its performance possible by surgeons of 
average training, experience, and skill. 

5. Of all the methods thus far devised, that 
of Kimpton seems distinctly superior in cer- 
tainty, speed, and ease of accomplishment. 

6. Even with transfusion, the prognosis in 
the rare cases of hematuric hemorrhage is ap- 
parently much worse than in any other form of 
bleeding. 

7. The greatest present need of further in- 
vestigation in hemorrhagica neonatorum is into 
the knowledge of its probably syphilitic etiology. 
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A COMPARATIVE STUDY OF THREE 
METHODS FOR THE DIAGNOSIS OF 
TUBERCULOSIS BY SPUTUM EXAM.- 
INATION. 


By RupoteH ERrRTISCHEK, RUTLAND, MASS., 


Bacteriologist, Rutland State Sanatorium. 


Untim January, 1914, two methods were em- 
ployed at the Rutland State Sanatorium in the 
examination of sputum for tubercle bacilli. In 
that month a third method was added, and at 
present all three methods are used. 

The methods are as follows :— 

1. Direct smear 
2. Antiformin digestion 
3. Salting method of Davis* 

In all cases Ziehl-Neelson carbol-fuchsin stain 
was used cold, the slides being immersed in a 
bath for twenty or twenty-four hours. Acid 
alcohol, followed by ninety-five per cent. alco- 
hol was used to decolorize, and Loeffler’s methyl- 
ene blue was used as a counter stain. 

Before showing the relative importance of the 
different methods employed, which is the pur- 
pose of this article, we would like to say some- 
thing about the routine employed for the ex- 
amination of sputum. 

A day or two after being admitted to the 
sanatorium, the patient receives a homeopathic 
vial with instructions to deposit material com- 
ing from the lungs, morning specimen pre- 

* Medical Record, December 20, 1918. 
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ferred. Many patients send in for examination 


material coming from the nose and throat or 
just saliva. From our observation women are 
the greatest offenders in this respect, probably a 
false modesty prompting them not to send in 
the specimen wanted. Only a few days ago a 
woman sent to the laboratory a specimen con- 
taining numerous non-acid fast bacilli. This 
was thought rather unusual as non-acid fast 
bacilli are not often encountered in material 
raised from the lungs. Another specimen 
brought similar results, and an interview with 
the patient revealed the fact that her ‘‘sputum’ 
specimens came from the throat. She received 
another vial with instructions that the material 
sent to the laboratory must come from the 
lungs. The next morning we received a muco- 
purulent sputum containing a moderate num- 
ber of tubercle bacilli. 
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For the first sputum examination the direct 
smear method is used. If found positive to 
tubercle bacilli another examination is not made 


except as a matter of routine in which case every | 


patient receives a sputum examination at least 
once in six weeks. Should the sputum prove 
negative to T. B. on the first examination, 


two consecutive examinations are made, and if | 


the sputum continues negative, the antiformin 
and salting methods are employed and also an- 
other direct. smear is made from the same 
specimen for comparison. For the latter ex- 


amination we send the patient a four ounce, 
large mouth bottle with instructions to deposit 
all material raised for one or two days, de- 
pending on the amount the patient can raise in 
twenty-four hours. 

Out of 168 specimens examined, which is the 
basis of this report, 149 were negative to all 
three methods. The following table shows the 
‘distribution of the specimens positive to one or 
more of the methods employed. 

It should be borne in mind that each sputum 
is put through the direct smear at least three 


*|\times before being examined by the three 


‘methods at the same time. 
| It will be seen from the foregoing table that 
the frequency of positive sputum is the same in 
all three methods of preparation, each method 
‘showing eleven specimens positive to tubercle 
bacilli. 
| A study of the table will show that the margin 
‘of error is about equal in each of the three 
methods employed. 

Direct smear found four positives that the 
antiformin did not. 

Direct smear found six positives that salting 
did not. 

Antiformin found six positives that salting 
did not. 

Antiformin found four positives that direct 
smear did not. 

Salt solution found six positives that direct 
-smear did not. 
| Salt solution found six positives that antifor- 
min did not. 

Three specimens were positive to all methods. 


SUMMARY. 


Saturated sodium chloride solution of Davis is 
a valuable addition to the methods we already 
have of preparing sputum for diagnosis of tu- 
berculosis. 
| In our opinion, however, it should not be em- 
| Ployed to the exclusion of the direct smear and 
‘the antiformin methods. 

In conclusion, we wish to state that from our 
‘experience, the salting, antiform, and direct 
} 
'smear methods are all important, and all three 
|should be employed in the diagnosis of tubercu- 
‘losis by sputum examination. 


| 
| 
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Book Beviems. 


The Therapeutic Value of the Potato. By 
Heaton C. Howarp, L.R.C.P. Lond., M.R.C.S. 
Eng. New York: Paul B Hoeber. 1914. 


| 


This monograph, based on an article by the 
author in the issue of the Lancet for April 11, 
/1914, aims to show the therapeutic qualities of 
{raw potato juice, which the author believes to 
|consist in its properties of causing rapid ab- 
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sorption of fluid in acute synovitis of the knee, | part of the subject with which it deals, and the 
and great relief of pain in gout, rheumatism, book closes with a glossary of terms, an organo- 
and lumbago. The author’s method of treating | therapeutic dose-table, and a list of books on the 
these diseases is illustrated by 14 cases. ‘internal secretions. This work places in the 

hands of English readers a valuable compendium 


‘on a subject hitherto treated almost solely by 


The Occupational Diseases. Their Causation, | continental European writers. 


Symptoms, Treatment, and Prevention. By. 


W. Gu.Man TuHompson, M.D., Professor of 
Medicine, Cornell University Medical College. | 
Illustrated. New York and London: D. Ap-| 
pleton and Company. 1914. 


This work is the first general text-book pub- 
lished in America on the industrial diseases. 
Though designed primarily for physicians, it is 
intended ‘‘also as a guide for students of social 
economies, social service workers, insurance 
actuaries, and those whose special interests deal 
with problems of labor legislation, or with work- 
ers in the chemical, textile, and many other 
manufactures or trades in which the health of 
the workman is closely related to problems of 
efficiency and humanitarian effort,’’ for those 
in short, ‘‘whose industrial or philanthropic in- 
terests require a comprehensive summary of the 
nature and prevalence of the occupational dis- 
ease hazards as they obtain in this country.’’ 
The text, which makes a complete survey of the 
subject, is well illustrated by 118 figures. The 
work concludes with four appendices presenting 
tabular lists of the principal harmful substances 
and their effects, of the important industries in 
which the workman is subjected to several haz- 
ards, of the principal industries in which dust 
constitutes the essential hazard, and of the main 
provisions of existing laws relative to the re- 
porting of occupational diseases by physicians. 
As the first book of its kind on a relatively new 
subject of great present interest in this modern 
industrial age, on the border line between medi- 
cine and social science, it deals with large and 
important aspects of the relation of remedial 
and prophylactic medicine to human welfare, 
and should therefore appeal to a large and in- 
terested class of readers among both the pro- 
fession and the laity. 


Practical Hormone Therapy. By Henry R. 
Harrower, M.D., Sometime Professor of Clin- 
ical Diagnosis, Loyola University, Chicago; 
Fellow of the Royal Society of Medicine. Lon- 
don: Balliére, Tindall, and Cox. 1914. 


This book, as indicated by its sub-title, is ‘‘a 
manual of organotherapy for general practition- 
ers.’’ It does not attempt to discuss or explain 
the nature and theory of hormones, but aims to 
describe their practical use in medical treat- 
ment. The preface is by Professor Dr. Arthur 
Biedl, of Vienna and Prague, the pioneer and 
foremost writer in opotherapy. With each chap- 
ter is given an abundant bibliography of that 


A Text-Book of Medical Diagnosis. By James 
M. ANpbeErs, M.D., anp L. NapoLteon Boston, 
M.D. Second edition thoroughly revised. Oc- 
tavo, pp. 1248, 500 illustrations, some in 
colors. Philadelphia and London: W. B. — 
Saunders Company. 1914. 


The second edition of this standard work on 
medical diagnosis has been thoroughly revised 
and brought up to date. One of its most val- 
uable features is a very complete index, which is 
so essential to a book of reference. The free use 
of headings, tables and illustrations adds greatly 
to the practical value of the book. 


A History of Laryngology and Rhinology. By 
JONATHAN Wricut, M.D., Director of the De- 
partment of Laboratories, New York Post- 
Graduate Medical School and Hospital. Sec- 
ond edition. Revised and enlarged. Phila- 
delphia and New York: Lea and Febiger. 
1914. 


The first edition of this book was reviewed in 
the JouRNAL of August 3, 1905. The present 
edition is materially enlarged, especially where 
it has been necessary to bring subjects up to 
date. The book is the work of a scholar and 
philosopher and he has done a real service to 
laryngology in writing it. It is not only an 
admirable and interesting history of medicine 
from the earliest times, but it is also useful for 
reference to modern etiology and treatment of 


the upper air passages. 


A Manual of Diseases of the Nose and Throat. 
By Corneutius G. Coaktey, M.D., Clinical 
Professor of Laryngology in the College of 
Physicians and Surgeons, Columbia Univer- 
sity, New York. Fifth edition, 615 pages, 
with 139 engravings and 7 colored plates. 
Philadelphia and New York: Lea and Febiger. 
1914. 


The fourth edition of this well-known text- 
book was reviewed in the JourNAL of Dec. 10, 
1908. In this edition the author modifies his 
routine treatment of empyema of the antrum, 
and tonsillectomy; otherwise there is little 
change. Tt is a compact and useful manual for 
the student and general practitioner. 
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FEE-SPLITTING. 


THERE is reason to fear that considerable lax- 
ity of professional conscience exists over widely 
distributed areas in this country in the matter 
of the division of medical fees, in cases involving 
plural attendance upon an individual patient. 
Fee-splitting has been thought to be more prev- 
alent in the West than in the East, but recent oc- 
currences brought to our attention show that the 
evil exists to an unfortunate extent in the East 
as well. The temptation is limited to no locality. | 

Naturally such collusion is most liable to oceur | 
between physician and surgeon. The former) 
sees a patient who in his opinion requires or may 


require surgical operation. He advises the em-| 
ployment of a surgeon of his own selection, and 
in case the latter operates, receives from him a 
portion of his fee, which is considered in the’ 
nature of a commission for the work which he| 
has thrown in the surgeon’s way. 

Such an act involves a corrupt bargain be-| 
tween the two men. Both are alike morally 
smooched, regardless of which originated the | 
proposition. Perhaps the surgeon, anxious to’ 
extend his operative practice, makes overtures to | 
medical men to give him their work for a com- 
pensation. Perhaps the physician, not being an | 
operator, finds himself in the position of a dis- | 
penser of valuable patronage, realizes that the | 


fee which he can charge for a diagnosis is in- 
commensurate in size with that which his sur- 
gical brother will collect for the operation, and 
thinks he might as well secure a portion of the 
profit by finding a surgeon who is willing to re- 
turn to him a portion of the fee, rather than to 


give the case to another, possibly a better oper- 
ator, who will make no return. 


The ethics of the proposal may become a little 
clearer if we consider the case of a public 
servant in charge of water works or a sewerage 
system who discovers a defect threatening disas- 
ter and requiring the services of an expert out- 
side his own line of work. The need of the pro- 


posed procedure may be undoubted. But what 


if the official gives the commission to a firm in 
which he is discovered, himself, to be a silent 
partner? Will not the public lose confidence in 
the necessity of the work, when it finds that its 
advocate was secretly to benefit by its perform- 
ance? Nay more, will not the official feel an 


/increasing temptation to find other work, not 


perhaps so necessary, which he ean throw to the 
same firm to his own pecuniary profit ? 

Rebates have an unpleasant sound to the pub- 
lic ear. Rebates are almost always secret, which 
adds to their unpalatability. How many of the 
practicers of fee-splitting would like to have the 
patient see the check that was passed back in 
return? And how many patients if they ever 
learned of the rebate would feel perfect confi- 
dence in the unbiased nature of the advice given 
them by the physician? 

Dr. J. M. T. Finney of Baltimore, in an ad- 
dress given last June at Atlantie City before the 
joint meeting of the Section on Surgery, Gen- 
eral and Abdominal, and the Section on Hos- 
pitals, puts the case strongly. He says:— 

‘‘T am speaking of that species of graft and 
corruption which is commonly known under the 
term of ‘fee-splitting,’ and which is practiced 
in a variety of forms. I am well aware of the 


fact that there is a difference of opinion among 


surgeons in different parts of the country on 
this question, but I have never yet heard a man 
excuse the practice on any other grounds than 
those of expediency. Every honorable man, I 
feel sure, condemns it as dishonest and wrong, 
and as tending toward commercialism and de- 
moralization on the part of those who practice 
it. It is defended solely on the ground that 
others do it, that its existence is well recognized, 
that it is well-nigh universal in some localities, 
that some of the best men in the profession do 
it, that one must practice it in order to make a 
living: all or most of which may be, unfortu- 
nately, true. But is it right? Is it honorable? 
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mit quietly to such a condition of affairs even if 
it has the endorsement, tacit or open, of indi- 
vidual surgeons of otherwise good reputation 
and standing, or of local or state medical so- 
cieties. Fraud it certainly is to divide fees with 
another, unknown to the patient; to take money 
that does not belong to you, and weakly consti- 
tuted as human nature is, corruption and graft 
are as sure to follow such practices as night is 
to follow day. Not only this, but the man who 
will trade on the credulity and trust of his pa- 
tient, when the test comes, will not always hesi- 
tate to jeopardize his patient’s life and health 
by calling in the incompetent instead of the com- 
petent surgeon, for the sake of the rake-off.”’ 


Let us put away from among us this unclean 
thing. 


PLUMBING AND HEALTH. 


IN a paper on practical sanitary plumbing 
published in the plumbers’ trade journal, Stcam 
and Hot Water Fitters’ Review, for June 
15, 1914, L. J. Lawier, secretary of the American 
Society of Inspectors of Plumbing and Sanitary 
Engineers, makes this statement: ‘‘Sewer gas is 
generated in the sewers. It is the gas given off 
by the decomposition of sewage which is com- 
posed of greases, slop water, urine and excreta. 
A small leak in the plumbing system would per- 
mit of a sufficient amount of this gas, if inhaled 
into the human lungs for any length of time, to 
cause much sickness, but many people would 
rather endure the sickness and abide by the 
result than have a plumber remedy the cause.’’ 
At a convention of plumbers, gasfitters and 
steamfitters recently held at Richmond, Va., the 
following assertion was reported to have been 
made: ‘‘Insufficient laws regulating plumbing 
and sanitation in Virginia, Maryland and the 
District of Columbia are largely responsible for 
the high typhoid rate and the prevalence of 
other diseases in the two states and the district.’’ 

Anyone who has passed middle life will re- 
member the horror with which sewer gas was 
regarded by the community a generation ago; 
how the family physician on discovering a case 
of diphtheria promptly ordered the plumbing 
of the house overhauled. No plumbing fixture 
was allowed in a bedroom and the number of 
diseases attributed to sewer gas was legion. It 
would appear that the plumbers are still imbued 
with these ideas, although the medical profes- 
sion has long since forsaken them. It should 
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not be necessary today to point out that typhoid 
fever cannot be caused by sewer gas, and the 
same is true of every other known disease, be- 
cause disease germs are not found in sewer gas. 
Repeated experiments made several years ago 
by competent observers failed to discover the 
Klebs-Loefiler bacillus in the air of crowded 
diphtheria wards in hospitals. The germ when 
found was always upon some object, never in 
the air, and evidence is accumulating that the 
infective agent of all the infectious diseases is 
transmitted by contact, by direet or indirect 
transfer from the ill to the well and not through 
the air. Surely the spontaneous generation of 
disease and a contagium spread by miasms and 
sewer gas have gone forever. Furthermore, 
plumbers and sewer workers, who are not only 
steeped in sewer gas for a large part of their 
waking hours but are subjected as well to the 
dangers of bacteria rubbed into the exposed mu- 
cous membranes by contact with all sorts of 
filth, are a healthy set of men. 

A system of plumbing is competent and of 
value to the public health in so far as it re- 
moves human excreta and waste from the im- 
mediate neighborhood of dwellings in the quick- 
est and most efficient manner. It should be as 
simple and as cheap as is compatible with effi- 
ciency. The pipes must be of sufficient size and 
quality to perform their work well and the 
joints must be tight. Traps providing a water 
seal and ventilated against syphonage keep of- 
fensive odors and sewer gas out of the house. 

An elaboration of fixtures exemplified by the 
uncleanly outside tubular waste for bathtubs 
and the multiplication of pipes extended through 
the roof for venting and back venting, much in 
evidence in plumbing regulations ten or fifteen 
years ago, have reverted at the present time to a 
bathtub with stoppered outlet and plain trapped 
overflow, and to the system of continuous vent- 
ing of traps into the soil pipe, which is extended 
through the roof. There seems to be little 
doubt that the high cost of modern plumbing 
has been responsible in part for the tardy doing 
away with the dangerous privy vault in the 
smaller cities and in sparsely settled districts 
and has been a hardship to people of moderate 
means who owned or were building dwelling 
houses. At one time the large plumbing supply 
houses dictated that the community should use 
expensive and complicated sinks, water closets 
and bathtubs, on which there was more profit 
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than on those of simpler design. <A federal 
grand jury investigated the master plumbers at 
Sioux City and at Des Moines, Iowa, in April 
and May of this year for alleged violations of 
the Sherman anti-trust act, during which the 
jury heard evidence at length from manufac- 
turers, jobbers, salesmen, contractors and 
plumbers, and as a result of its deliberations in- 
dictments were found against thirty-six master 
plumbers. In this respect the public may feel 
secure that the Department of Justice is safe- 
guarding its interests. 

In an attempt to discover whether the plumb- 
ing laws of the chief cities of the country favor 
the makers of plumbing supplies and whether 
the laws are drawn with uniformity in the in- 
terests of public health, a study has been made 
of the ordinances relating to plumbing in the 
six largest cities of the United States, namely: 
New York, Chicago, Philadelphia, St. Louis, Bos- 
ton and Cleveland. In answer to the first ques- 
tion, the ordinances show no internal evidence of 
favoring the products of any special manufac- 
turer or group of manufacturers, although an 
expert might see in them unnecessary require- 
ments. The laws of these cities show a surpris- 
ing uniformity in the following essentials: All 
require registration of plumbers; all provide for 
a uniform size, weight and quality of pipe used 
(practically the same in all the cities); for a 
making of proper joints and connections; for the 
installation of a specified number of fixtures for 
a given number of tenants or for each soil pipe; 
for the size and kind of traps and for their loca- 
tion; for a system of ventilation of traps and 
soil pipe to prevent syphonage; for the exclu- 
sion of the waste pipes of refrigerators from di- 
rect connection with the drains, and for a proper 
system of testing and inspection before the 
plumbing is accepted by the city authorities. 

Variations in details occur necessarily in the 
different cities; in the system of venting, per- 
haps, more than in other respects, and in the 
construction and placing of privy vaults in the 
cities where a large number of these structures 
is still in use, but the important essentials may 
be said to be alike in our six largest cities. The 
ordinances indicate, as do the plumbers’ trade 
journals and individual exponents of this trade 
whose opinions have been asked, that there is a 
great diversity of views concerning what consti- 
tute the best plumbing fixtures and the best man- 
mer of venting, and in other important matters. 


The plumbers complain that their advice is not 
asked by the sanitary engineers and apparently 
neither is in touch with public health experts, 
while efficiency calls for the active codperation 
of all three. 

Our plumbing laws, though fairly good, are 
rule-of-thumb affairs, at the best, built up out 
of the sanitary needs of a restricted community 
and modified by commercial considerations. We 
need the crystallized intelligence of experts in 
public health, sanitary engineering and plumb- 
ing brought to bear on the many problems in this 
field. For instance, what is the suitable size and 
situation for the bathtub in hotels? Many phy- 
sicians have treated patients of different ages, 
particularly the old, who have been injured by 
falls in bathtubs which have been placed either 
at unusual heights or depths, or so close to the 
wall—in some cases with one edge in the wall— 
that no opportunity is afforded the hand for 
grasping the rim, and getting in or ¢ it is ren- 
dered unduly dangerous. Accidents ot this sort 
are altogether too common and many are pre- 
ventable. 

At present the plumber may as well realize 
that bad odors are a part of life and cannot be 
| eliminated by the finest imaginable plumbing, 
‘that although not pleasant they do not cause dis- 
ease, and that they are reduced to a minimum 
in a house furnished with a tight, simple, well 
ventilated system of plumbing. 


PHYSICAL EXAMINATION OF CHINESE 
STUDENTS. 


IN the issue of the JourNAL for July 30, 1914, 
(Vol. elxxi, p. 204) we commented edito- 


rially on the work of the Yale Medical School at 
Changsha, China. The recently published 
eighth annual report of the Yale Mission in 
China records the activity of the college in the 
various parts of its oriental field, for the year 
ended Mareh 31, 1914. On page 18 of this 
report is an account of 112 complete medical 
and physical examinations made on Chinese 
students by Dr. Edward H. Hume, the physi- 
cian in charge of the medical department. It 
is believed this is the first time that Chinese stu- 
dents have been thus critically examined, and 
the results seem to indicate that their physical 
condition is generally defective. 

‘The need of a gymnasium in which the stu- 
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dents may follow out the prescribed exercises | 


for their development is obvious. They are by | 
no means lacking in desire for physical im-. 
provement, but unless some encouragement and | 
tangible opportunity for it can be given, there 
is danger that students who are told their con- | 
dition is poor will only regard the fact as an. 
inevitable, permanent blight, and expect disease 
as the result, rather than resist it. 

‘‘The following percentages are based on 112 
complete examinations. The general physical 
condition of 25%' was poor, while that of 53% 
was only fair, leaving but 22% in actually good 
all round condition. In muscular development 
the percentages were: Poor, 39%; fair, 41%; 
good, 20% ; and in the strength tests the aver- 
age was 306.5 points below the average for stu- 
dents of corresponding heights at Yale in Amer- 
ica. Nutrition and fatty tissue were subnormal 
in 27%, and only fair in 46%. Examinations 
for digestion showed 33% poor, 25% fair, and 
in 74% the presence of ascaris eggs. Total 
neglect or very ineffective care of the teeth, 
was common as shown by a percentage of 63% 
that needed cleaning. 

‘*Unhealthy conditions in the respiratory sys- 
tem were noticeably prevalent, no less than 
60% being in need of treatment for either nose, 
throat, or lungs. High pitched resonance was 
evident in 30%' of the lungs examined. Other 
common defects were: adenoids, 11%; diseased 
tonsils, 47% ; polyps or narrowed nostrils, 18% ; 
defiected septum, 33% ; swollen turbinates, 35%. 

“The vision of 40% was defective, and ar- 
rangements are being made for the proper 
fitting of glasses in the most needed cases. Sev- 
eral marked cases of trachoma were found and 
there was evidence of it in 16%. 

‘‘In the circulatory system a thickening of 
the vessel wall was noticeable in 49%’, which is 
abnormal for an average age of 18 years, 6 
months. Thirteen per cent. had some enlarge- 
ment of the heart, while 20% had either mur- 
murs or other signs of irritability.’’ 


In many cases the examination was followed 
by personal advice and class lectures on hy- 
giene, diet, and methods of physical training 
and development. 


A UNITED MEDICAL PROFESSION. 


THE meeting of the Suffolk District Medical 
Society held Oct. 31, is significant from the fact 
that the members of the Boston District Home- 
opathic Society were invited to be present and to 
take part in the discussion, an invitation which 
met with a most generous response. So far as 
We are aware, this is the first time that such a 
conjoint meeting has been held by the Massa- 
chusetts Medical Society. It marks no doubt a 
further step toward the erumbling process now 
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going on in sectarianism in medicine, to which 
Dr. F. C. Shattuck in his speech at the last 
meeting of the Massachusetts Medical Society 
drew attention. In his remarks on that ocea- 
sion, Dr. Shattuck pointed out that the broad 
interests of medicine should not be cireumseribed 
by schools, and insisted that the problems be- 
fore the medical profession might be very much 
more efficiently met if physicians in good stand- 
ing could present a united front against the in- 
roads of charlatanism. From every point of 
view, it is desirable, and particularly so in leg- 
islative matters, that the medical profession as 
a whole should appear with a common program. 
As a matter of fact, for many years past, with 
few exceptions, the physicians of the Common- 
wealth have appeared on the side of progress 
and enlightenment. This meeting is a sugges- 
tion that the unity in these matters may be 
even greater than heretofore, and that the in- 
fluence of the medical profession in matters of 
public hygiene and general welfare, may 
thereby be strengthened. Even more impor- 
tant than this, is the principle that scientific 
medicine cannot logically be divided into cults, 
whatever minor differences in practice may 
exist, and that men of intelligence must ulti- 
mately come to stand on a common platform, 
which accepts willingly the facts which a pro- 
gressing science demonstrates. 


MEDICAL NOTES. 


ALVARENGA Prize—The College of Physi- 
cians of Philadelphia announces that the next 
award of the Alvarenga Prize being the in- 
come for one year of the bequest of the late 
Sefior Alvarenga, and amounting to about $250, 
will be made on July 14, 1915, provided that an 
essay deemed by the Committee of Award to 
be worthy of the prize shall have been offered. 

Essays intended for competition may be upon 
any subject in medicine, but cannot have been 
published. They must be typewritten, and if 
written in a language other than English 
should be accompanied by an English transla- 
tion, and must be received by the secretary of 
the college on or before May 1, 1915. 

Each essay must be sent without signature, 
but must be plainly marked with a motto and 
be accompanied by a sealed envelope having on 
its outside the motto of the paper and within 
the name and address of the author. 

‘*Tt is a condition of competition that the suc- 
cessful essay or a copy of it shall remain in 
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possession of the college; other essays will be wse| to the Harvard Medical School by a number of 
turned upon application within three months| Dr. Fitz’s former associates and pupils. It has 
after the award. been placed in the Faculty Room, where grad- 


The Alvarenga Prize for 1914 has been 
awarded to Dr. H. B. Sheffield, New York City, 
for his essay entitled, ‘‘The Fundamental Prin- | 
ciples Involved in the Use of the Bone Graft in| 
Surgery.’’ 


CoNSTITUTIONALITY OF COMPULSORY STERIL- 
IZATION OF CRIMINALS.—In a recent test case be- 
fore the Federal Circuit Court in Iowa, the lo- 
cal law providing for sterilization by vasec- 
tomy of male criminals twice committed to the 
penitentiary was declared unconstitutional. Re- 
port from Washington, D. C., states that on 
Oct. 23 the Iowa state attorney filed an appeal 
from this decision to the United States Su- 
preme Court. 


QUARANTINE AGAInst Foot anp MovutH Dis- 
EASE.—In last week’s issue we noted the estab- 
lishment of federal quarantine against counties 
in Indiana and Michigan where foot-and-mouth 
disease is prevalent among cattle. A similar 
quarantine was declared on Oct. 26 by the gov- 
ernor of Illinois, at Springfield, and by the gov- 
ernor of New York, at Albany, forbidding the 
importation into those states of cattle, horses, 
sheep, swine, goats, poultry or other livestock 
from the infected district. 


IcHTHYOL AND Its Sources.—Among other 


important drugs whose supply has been cut off 
by the European war is ichthyol, hitherto pro- 
duced almost exclusively in Austria. A recent 


bulletin of the United States Geological Sur-' 


vey thus describes its production :— 


deposit near Seefeld, in the Austrian Tyrol. It 
is carefully selected and subjected to dry dis-| 
tillation. The distillate thus obtained is then | 


sulphonated and subsequently neutralized with | 


ammonia. The use of this material has greatly 
increased in the last few years, and it has proved | 


| 


very beneficial. Almost immediately following | 
the beginning of the war its price doubled, go-| 
ing to over sixty cents an ounce.”’ 

Under these circumstances the discovery of a 
fresh source of supply of ichthyol is particularly 
important. Report from Burnet, Tex., on Oct, 27, 
states that a deposit of ichthyoliferous strata, 
underlying about 500 acres of land, has been lo- 
cated near that town. It is the only known de- 
posit in the United States and is believed to be 
very rich. A company has been organized to 
undertake its production, and American ich-| 
thyol will probably be on the market before next | 
spring. 


BOSTON AND NEW ENGLAND. 


Portrait or Dr. Frtz.—A portrait of the late 
Dr. Reginald Heber Fitz, by Mr. I. M. Gau- 
gengigl, of Boston, has recently been presented 


uates of the school, and all other interested per- 
sons, are cordially invited for its inspection. 


MASSACHUSETTS DENTAL Socrety.—A quar- 
terly meeting and dinner of the Massachusetts 
Dental Society, held in Boston on Oct. 26, were 
attended by about 70 members, under the presi- 
deney of Dr. Frank A. Delabarre. The address 
of the evening by Dr. Percy R. Howe on ‘‘Pyor- 
rhea Alveolaris,’’ was discussed by Dr. Ed- 
ward C. Briggs and Dr. William Rice. 


DieHTHERIA IN Boston.—In a recent open let- 
ter to parents and guardians, the Boston health 
commissioners urged the importance of early 
medical attention to sore throat in children. On 
Oct. 27 another circular was sent to school phy- 
sicians directing them to make home investiga- 
tion of children absent without explanation. 
There are at present about 55 cases of reported 
diphtheria in Boston, and the purpose of these 
letters is to put an early check to the further, 
spread of this infection. Copies of these two let- 
ters are appended :— 

‘*A ease of Diphtheria has been reported in 
your family. All persons in your immediate 
family that have been exposed are liable to be 
infected with this disease and should receive im- 
mediately antitoxin treatment. The treatment 
is harmless and not painful. Children and 
adults take the treatment equally well. 

‘‘The antitoxin treatment may be given by 
your own physician. If you do not desire your 
own physician to administer it, the Board of 
Health will send a physician for this purpose, 


| free of expense. 
‘*The raw material comes from a fossiliferous | 


‘*Dear Doctor :— 


has been reported by you to this department as 
suffering with Diphtheria. .. .. .... .. «... 

‘‘The Board of Healthis ready to furnish the 
material for the antitoxin treatment to all per- 
sons that have been exposed. Will you kindly 
notify this department if you will give the nec- 
essary injections, or if you prefer, a physician 
from this office will administer the same. 


Massacnusetts Socrery FoR Menta Hy- 
GIENE.—The Massachusetts Society for Mental 
Hygiene has opened an office at Room 313, Ford 
Building, 15 Ashburton Place, Boston. The of- 
ficers of the society are: the Honorable Har- 
vey H. Baker, Boston, president; Dr. Walter E. 
Fernald, Waverley, vice-president; Dr. Charles 
E. Thompson, Gardiner, secretary ; John Koren, 
Esq., Boston, treasurer; executive committee: 
Miss Edith M. Burleigh, Boston; Dr. James J. 
Putnam, Boston; Dr. Alfred E. P. Rockwell, 
Worcester; Dr. Henry R. Stedman, Brookline; 
Professor Robert M. Yerkes, Cambridge. Dr. 
Frankwood E. Williams has been appointed 
executive secretary. 
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MILK AND Basy HyGlENE AssociaTion.—The 
Boston Milk and Baby Hygiene Association has 
recently issued the following report of its spe- 
cial summer campaign :— 


The approach of the hot weather last June 
found the trustees of the Milk and Baby Hy- 
giene Association ready to meet the extra de- 
mands to help babies and mothers in Boston. 
As in the summer of 1913, the trustees began a 
hot weather campaign to keep more babies in 
Boston well, we wish to present a report of what 
was accomplished. 


The following tables show a comparison of 
our four months’ summer work for the last 
three years. The growth of our public service is 
apparent. 


1912 19138 1914 
Number of babies supervised, 
June to September......... 1,767 2,185 2,556 
Number of nurses’ visits to 
babies’ homies. 12,989 15,825 19,521 
Deaths of babies, June to Sep- 
tember, while registered with 


Aside from the fact that many more babies 
have been helped than ever before, we wish to 
eall particular attention to the increase in the 
attendance at our weekly clinics for well babies. 
This has nearly doubled in two years. It shows 
that our nurses are doing very thorough educa- 
tional work with mothers and that the super- 
vision of the babies by physicians is much closer 
than before. This is shown as follows: 


1912 1913 1914 
Number of clinies for well babies. 206 193 222 
Average attendance at clinies.... 21 30 37 
Total attendance at clinies....... 4,361 5.798 8,331 


A study of the feeding records for these three 
seasons shows that the increase of babies wholly 
or partly breast fed has been very marked. Dur- 
ing the summer of 1912, 63%! of the total num- 
ber of registered babies were wholly or partly 
breast fed. Last year the number was 67%, and 
this year the number is 75%. The percentages 
of wholly or partly bottle fed babies shows a 
corresponding decrease. In the summer of 1912 
the number of wholly or partly bottle fed babies 
was 50%’; last year it was 45% ; this summer it 
had dropped to 39%. In September, 1912, 
only 14% of mothers of bottle fed babies had 
been taught to modify milk in their homes. For 
the week ending September 26, 1914, 78%! had 
been taught home modifications and .were no 
longer dependent upon dairy formulas. The 
prevention of illness among babies in a great city 
is a task not only for the summer but for every 
month in the year. Last summer’s campaign 
was paid for by special gifts, but the mainte- 
nance and improvement of our year-round serv- 
ice depends on our regular contributors and 
those who know the value of this work to keep 
babies well. 
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Cases OF INFECTIOUS DISEASEs reported to the 
Boston Board of Health for the week ending 
Oct. 27, 1914: Diphtheria, 80; scarlatina, 27, of 
which 6 were non-residents; typhoid fever, 11; 
measles, 53; tuberculosis, 35, of which 2 were 
non-residents. The death-rate of the reported 
deaths for the week was 14.10. 


NEW YORK. 


HeattH DeparTMENT Lecrures.—With a 
view to keeping the various inspectors and 
nurses informed concerning the activities of the 
different bureaus, and also making them fa- 
miliar with progress in medical and sanitary sci- 
ence, the city Health Department has organized 
a series of lectures constituting, as it were, a 
school of sanitary science for its employees, in 
order that they may render more efficient serv- 
ice both to the department and the public at 
large. Four courses have been arranged, as 
follows: A, for medical inspectors and other 
physician employees; B, for lay inspectors (food 
and sanitary); C, for hospital nurses; D, for 
field nurses (infectious diseases, child hygiene). 
Although attendance will not be compulsory, 
employees are expected to be prepared, when 
the lecture courses terminate, to pass an exami- 
nation on the subjects discussed. 


Foop Inspection.—Under the arrangement 
heretofore existing in the bureau of food inspec- 
tion of the Health Department there has been a 
certain amount of duplication of work, due to 
the overlapping of the several divisions of field 
inspection. It is now purposed to reorganize 
and redistribute the field forces of the bureau 
in such a way as to eliminate this defect, and the 
food inspection is to be districted according to a 
plan corresponding with the latest U. S. census 
maps. The city will be divided into twenty-four 
districts, to each district three men will be de- 
tailed—one as senior inspector and two as junior 
inspectors, and the endeavor will be made to 
select for given districts men particularly 
adapted to the special lines of work to be per- 
formed in such districts. 


TENNIS FOR THE PoLice.—Police Commissioner 
Woods has had distributed to all the men on his 
force a manual entitled, ‘‘How to Keep Well,’’ 
which was prepared by a committee of police 
surgeons under the direction of acting chief sur- 
geon Edward T. Higgins, and in the compila- 
tion of which Health Commissioner Goldwater 
also assisted. In commenting on the advice 
given on exercise one old Harlem policeman is 
reported to have remarked: ‘‘I see we are ad- 
vised to play lawn tennis. It strikes me that 
tennis is a pretty fast game for a 220-pound cop 
with an ample girth. I would rather play golf.’’ 


INFANT Morrauity.—The State Department 
of Health estimates that by its campaign for 
the reduction of infant mortality during the 
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past summer the lives of 500 children Sabie of | 
New York City) were saved. In the summer of | 
1913, while the showing was remarkable in the 
city of New York, in the state at large the results | 
regarding infant mortality were unsatisfactory. | 


BEQuEsts.—By the will of the late Mary A. | 
Maxwell of New York $30,000 is left to charities. | 
Among the bequests are $4,000 each to the 
Charity Organization Society and the New York 
Association for Improving the Condition of the | 
Poor, and $2,500 to the Home for Incurables. 
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myomata of the uterus, Gauss, Professor of Gyne- 
cology at Freiburg, makes an eloquent appeal for the 
x-ray treatment of this condition, basing his work on 
the study of 1,895 cases, in which he has had, accord- 
ing to his statement, remarkably satisfactory results 
without any operative interference. Others discus- 
sing this subject were unable to confirm his views. 

(J. 3. 
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OCTOBER 3, 4914. 


1. Lockwoop, C. B. The Surgical Treatment of Ne- 
phroptosis by Occlusion of the Perinephritic Fas- 
cial Sac (Capsular Occlusion). 

2, Gomprertz, R., Scortr, M. The Use of an 
Aperient before X-ray Examination of the In 
testine in Chronic Constipation. 

SurpLey, A. E. Insects and War: Fleas. 

Oster, W. Bacilli and Bullets. 

SuTcuirre, L. E. A Case of Ruptured Ectopic 
Gestation Complicated by Spleno-medullary 
Leukemia. 

G. *Garrop, A. E., et AL. A Discussion on the Thy- 

mus Gland in Its Clinical Aspects. 

7. CAMPBELL, H., Er AL. Discussion on Headache, 
Its Causes and Treatment. 

8. Eve, F. C. Acute Atrophy of the Thyroid Gland. 

9. McKeENprick, J. S. A Case of Anemia with En- 
largement of the Spleen; Splenectomy; Cure. 

10. Lister, A. H. The Urinary Diastase Test in a 
Case of Ruptured Duodenum. 


6. Garrod and others discuss the clinical aspects 
of the thymus gland, particularly with reference to 
operative measures. 

MacLennan describes the technic of thymectomy 
and reports the details of eight cases. He remarks 
that of these eight cases none died on account of the 
operation; that “four of the eight died in spite of 
at.” 

Wilkie, from his investigations, concludes that the 
subjects of status lymphaticus would appear to have 
abnormally low resistance to acute abdominal infec- 
tions, and that chloroform should never be used as an 
anesthetic in acute abdominal infections in children. 

(J. 


THE PRACTITIONER. 
SEPTEMBER, 1914. 


1. *Coryer, J. F. Chronic General Periodontitis. 

2, Trepcotp, A. F. The Mental Deficiency Act as It 
Affects the Practitioner. 

3. HAWTHORNE, C. ¢ On the Occurrence of a Bi- 
lateral Extensor Response in States of Uncon- 
sciousness. 

4. PERNIT, G. Psoriasis. 

5. CUMBERBATCH, E. P. Diathermy and Its Use in 
Surgery. 

6. *Tipy, H. L. The Relation of Tuberculosis to 
Other Diseases, Including Pregnancy. 

7. H. L. Otorrhea. 

8. STEPHENSON, S. Ophthalmia Neonatorum. 

9. MANDEL, L. Summer Diarrhea: A Résumé of the 
Recent Work Done on Its Etiology and Bac- 
teriology, with Some Notes on Treatment. 

10. Ker, C. B. Recent Work on Scarlet Fever. 

11. Prresttey, J. Recent Public Health Work. 

12. Brown, C. H. Pink-Eye. 


1. Colyer, in a long article on chronic general 
periodontitis, or familiarly known here as pyorrhea 
alveolaris, discusses the importance of this subject, 
particularly in regard to various joint affections to 
tuberculosis and other conditions. In_ preventive 
treatment he urges: 1. Efficient nasal breathing. 
2, Efficient mastication of the food. 3, Absolute clean- 
liness of the teeth, especially the interdental spaces. 
The regular cleansing of the spaces from early years 
with floss silk will go a very long way to ward off 
this peculiarly insidious disease in later years. 

6. Tidy, discussing the relation of tuberculosis to 
other diseases, curiously enough includes pregnancy 
as one of these other diseases. He concludes as the 
results of his investigations that lupus, when of long 
duration, predisposes to epithelioma ; second, that can- 
cer and tuberculosis may exist in the same body or 
even in the same organ, and the incidence of each is 
independent of the other. We does not find any an- 
tagonism between syphilis and tuberculosis, but is of 
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the opinion that when the two occur together, the 
pulmonary condition, due to tuberculosis, usually 
advances more rapidly. Salvarsan can be given 
safely when phthisis is preseni. Mercury has no bad 
effects on tuberculosis. Potassium iodide is __li- 
able to disturb the appetite. Likewise, he finds 
no antagonism or relation of any kind between 
typhoid fever and_ tuberculosis. Hodgkin’s dis- 
ease, he believes to be independent of tubercu- 
losis. Malaria has no relation to phthisis and may 
co-exist with it. He finally comes to the remarkable 
conclusion, which will not be accepted without further 
investigation, that the various forms of pneumo- 
coniosis have no relation or comparatively little pre- 
disposing influence toward tuberculosis. [J. B. H.] 


OctoserR, 1914. 


1. *PoyntTon, F. J., AGAssiz, C. D. S., anD TAyLor, J. 
A Contribution to the Study of the Rheumatic 
Infection, 

2. SHERREN, J. Carcinoma of the Stomach, 
Special Reference to Treatment. 

3. McArbLe, J. S. The Surgical Treatment of Hy- 
drocele. 

4. *WILKINSON, W. C. Tuberculin. 

5. YEARSLEY, M. Some Points in the Examination 
of the Nose and the Treatment of Its Common 
Disorders. 

6. *WALTON, A. J. The Operative Treatment of Ex- 
ophthalmic Goitre. 

7. ANDERSON, H. G. The Value of Rectal Examina- 
tion in Diseases Other Than Those of the Rec- 
tum. 

8. Back, I. Hemorrhoids. 

9. GoopaLL, E. Note on Intubation Instruments. 

10. BrenpD, W. A. Law and Medicine, 1913, 1914. 
11. Dovetas, A. The Dangers of a Double Meaning 
Suggestion. 


1. This important paper on rheumatic infection is 
based on a study of 350 fatal cases of rheumatism, 
and on the assumption that rheumatism or rheumatic 
fever is a special disease, the result of the invasion 
of the tissues by a streptodiplococcus. Two hundred 
and fifty of the cases died at the age of 12 years and 
under; there were 195 females, 155 males. As re- 
gards heredity, there was a strong family history in 
only 26. The disease seemed to be at its worst from 
the sixth to the twelfth year. In over one-half there 
was a history of recurring attacks. 

He discusses cardiac lesions in childhood and finds 
that in the 250 cases under twelve years of age, the 
pericardium was affected in 215, or 86%. He com- 
ments on how often pericardial complications are 
missed on examination, compared with their fre- 
quency at post-mortem. He believes that they may 
be expected in at least 80% of the cases, although 
friction sounds and other evidence are not found 
in anywhere near so large a percentage. 

In regard to valvular affections, he emphasizes the 
great frequency of lesions in the mitral valve. In 
250 cases it was found to be undamaged in only three 
instances. With advancing age the virulence of the 
rheumatic infection greatly diminishes. 

He gives the details of many cases showing points 
of special interest. He emphasizes the need of still 
further study of the course and behavior of rheu- 
matie endocarditis. He discusses pulmonary and ab- 
dominal complications. The article is a valuable one. 

4. Wilkinson in a long article discusses the present 
status of tuberculin therapy in the treatment of pul- 
monary tuberculosis; and in his usual somewhat over- 
enthusiastic vein criticizes those who have advocated 
the more conservative use of this agent, such as Dr. 
Bardswell of the Midhurst Sanatorium and others, 
and urges that tuberculin be used in larger doses and 
in more advanced cases. 

Dr. Wilkinson’s stand in this matter needs further 
confirmatory evidence before it can be accepted. 

6. Walton discusses the operative treatment of ex- 


with 


ophthalmic goitre, basing his work on fourteen Cases. 
The article is chiefly of value on account of the very 
complete bibliography and interesting details of his 
fourteen Cases. (J. B. 3.3 


EDINBURGH MEDICAL JOURNAL. 
SEPTEMBER, 1914. 


1. *Witkir, D. P. D. Observations on the Pathology 
and Etiology of Duodenal UVicer. 

2. *MITCHELL, A. P. A Bacteriological Study of Tu- 
berculosis of the Lymph Glands in Children. 

3. *lust, E. Uhe Healing Process of the Infantile 
Bronchial Glands in Tuberculosis. 

4. *vyon Pirquet, C. Bronchogenous, Placentogenous, 
Dermatogenous, and Enterogenous Infection 
with Tuberculosis in Infancy. 

5. LLEWELLYN, L. J., AND JoNES, A. B. Gluteal and 
Crural Types of Fibrositis. Their Relationship 
to Spurious and Genuine Sciatica. 

6. ApAMs, J. B. The Doctors in Some Recent French 
Plays. 

7. Sym, W. G. A Medico-Legal Problem: The Visual 
Conditions Necessary for Shooting. 

8. Fatconer, A. W. Further Note on a Case of Dys- 
pituitarism. 

9. LEIGHTON, P. Cesarean Section in a 
with Ovarian Cyst. 


Primipara 


1. Wilkie, in a long article on the pathology and 
etiology of duodenal ulcer, excellently illustrated, 
concludes that this malady of frequent occurrence is 
often unrecognized; a chronic ulcer may exist and 
give rise to no characteristic symptoms. Such ulcers 
have been most frequently met with in the subjects 
of arteriosclerosis. Some toxie or irritative factor 
most frequently associated with the colon or appen- 
dix is found in a large proportion of cases of chronic 
uleers. Many acute ulcers are probably due to the 
breaking down of inflamed lymph follicles. What- 
ever may be the primary cause of an ulcer, spasm of 
the muscular coats is an important factor in deter- 
mining this chronicity. This muscular spasm causes 
vascular deficiency, which in turn is the cause of the 
chronicity of the ulcer. The increased number of 
ulcers in the male, he explains on anatomical grounds 
on aceount of the relatively high pylorus and short 
fixed duodenum of the male, which causes an unduly 
long exposure of the first duodenal angle to the acid 
secretions of the stomach undiluted by bile or pan- 
creatic juice. 

2. Mitchell, in an important article on the bac- 
teriology of tuberculous lymph glands in children, 
eoncludes that as the result of inoculation with 
autopsy material the human bacillus is the main 
contributor to the mortality rate, but that bovine tu- 
berculosis and its spread must not be neglected, and 
that the campaign against tuberculosis must include 
the bovine sources. 

3. Rist of Paris discusses the complex question of 
the healing process of the infantile tuberculous bron- 
chial glands in an interesting manner. He comes to 
no definite conclusions, but his remarks are of in- 
terest to pathologists and students of this subject. 


4. von Pirquet, in a short article on the various 
modes of infection by tuberculosis in infancy, which 
he illustrates with an excellent diagram, concludes 
that for the first year of life infection through the 
bronchi is by far the most frequent way of entering 
of about 95% of all infections. Hedoes not consider 
infection through the alimentary tract as at all im- 
portant, at least not in Austria (2% of all infec- 
tions). Infection through the maternal placenta as 
well as infection through mucous membrane of the 
mouth or through the skin are rarities. The pro- 
phylaxis of infant tuberculosis has chiefly to deal 
with the separation of the nursing infant from the 
coughing adult. [J. B. H.] 
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In 
SURGICAL SECTION, 
AvucustT, 1914. 


. Bevacgua, A. Two Laryngectomies by Durante’s 
Method for Neoplasm. 

. MaroGna, P. Contribution to the Study of the 
Papillomata of the Renat Pelvis. 

. Pocerorini, A. Dislocations. Partial Decortication 
and Firation of the Kidney. (To be continued). 

. *SCALONE, I. The Surgical Cure of Basedow’s Dis- 
ease. (Conclusion.) 

. CIGNOzzI, O. Cholecystectomy in Non-Calculous 
Cholecystitis. 


a 


4. Scalone concludes his paper with an operative 
contribution to thyroid surgery. [R. M. G.] 


SEPTEMBER, 1914, 


1. Pocetorini, A. Dislocations, Partial Decortication, 
and Fixation of the Kidney. (Conclusion.) 

2. Stoprato, W. The Treatment of Granulating Sur- 
faces with a Hot-Air Current, with Special Re- 
gard to the Treatment of Burns. 

38. Rusca, C. L. A Particular Form of Ray Fungus 
Found in the Pus from a Chronic Inflammation 
of the Mazilla. 

4. ScALONE, I. ‘An Exceptional Indication for Plug- 
ging for the Cure of a Suppurative Lesion of 
the Thyroid, and the Use of Plugging in Mod- 
ern Surgery. (To be continued.) 


Miscellany. 


PROGRESS OF RELIEF IN THE EURO- 


PEAN WAR. 


On Oct. 30, the Massachusetts Red Cross fund | 
amounted to $56,319.80, and the New England | 
Belgian relief fund to $40,677. On Oct. 27) 
the New York Red Cross fund amounted to, 
$283,863, the New York Belgian relief fund to | 
$213,371, the New York German fund to $150,- | 
000, the American Ambulance Hospital fund to 
$104,347, and the American branch of the Prince 
of Wales fund to $62,889.38. 

Appeals for more medical and surgical sup- 
plies are already being received from the Amer- | 
ican Red Cross units in Europe, especially from 
Petrograd and Paris. 

‘‘The supplies asked for in the Petrograde ap- | 
peal include chloroform, opium, cocaine, disin- | 
fectants and absorbent cotton. The American 
colony in Petrograd has just established a} 
small hospital there and the American Red Cross | 


is arranging to send it drugs, absorbent cotton, | 
bandages, linen and blankets. The appeal from | 
France is for more starched gauze, absorbent | 


cotton, iodine and blankets.’’ 


The Servian unit was shifted on Oct. 24 from | 
Nish to Belgrade. On Oct. 29 another Red | 
Cross unit of 3 surgeons and 12 male nurses, | 
with 25 tons of hospital supplies, left New, 


York for Servia. All the members of this con- 
tingent speak Servian and the cost of their ex- 
pedition is being met by wealthy Slavs of Chi- 
cago. 

‘‘Arrangements are being made for supple- 
mentary shipments of medical supplies and hos- 
pital garments to Germany via Rotterdam. 
England and France desire more supplies of 
that nature and there will be further shipments 
to those countries shortly. 


‘*To the Russian Red Cross, 100 litters, 30,000 
bandages and large quantities of supplies, vase- 
line, absorbent cotton and a number of hospital 
garments have just been shipped by the Amer- 
ican Red Cross. For the American Hospital in 
Petrograd also many medical supplies have 
been shipped.”’ 


On Oct. 22 the Japanese Red Cross expedition 
left Tokio for Petrograd. 


The following letter of appeal has been pub- 
lished from an American lady resident in Paris: 


‘*To help meet the present great need I have 
decided to open in our Paris home a small hos- 
pital. Could you help me by collecting some 
money among your friends for the wounded sol- 
diers? I have been nursing already nearly two 
months in the Protestant hospital here, but the 
need is so very urgent for more and more nurses, 
for more and more beds to receive the wounded, 
that I want to do all in my power to help. But 
I in my turn need help,—for though I have de- 
cided to give everything we have, still it is not 
sufficient—so I am turning to our American 
friends, feeling sure that they, who are enjoying 
peace, instead of living through the horrible 
nightmare our daily life over here has become, 
will lend a helping hand. 


‘*Most sincerely yours, 
‘‘Waura Jayne Bucknell Loyson. 
‘*110 Rue du Bae, Paris. 
‘‘Contributions, large or small, may be sent 


to Mrs. Charles W. Wendte, 25 Beacon Street, 
Boston, and will be duly acknowledged and 


|promptly forwarded.’’ 


Report from Berlin on Oct. 24 states that 
Count Goldschmidt-Rothschild, who is attached 
to the American Red Cross units in Germany, 
has been purchasing supplies in that city. 


‘‘He reports that the American doctors and 
nurses are at Gleiwitz, in Silesia, where two 
purely American hospitals have been established, 
one in a converted theatre and the other in a 
business building. The original idea of scatter- 
ing these American workers among German hos- 
pitals was abandoned, and in the opinion of the 


Count this was a wise measure. The hospitals 


are now receiving wounded direct from the bat- 


tle front, a number of men being brought in 
from the fighting at Ivangorod. Their location 


at Gleiwitz, in the extreme southeastern corner 
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of Silesia, brings them as near as possible to the | 
front. 

‘‘Most of the men being brought to these | 
American establishments are severely wounded. | 
The mission has supplemented its equipment 
also in Breslau, and has been supplied with 
warm clothing for the coming winter. The 
nurses are quartered comfortably in the hos- 
pitals themselves, while the doctors reside out- 
side. The Americans have been given a very 
warm welcome.’’ 


The St. John County Tyrone Association, of 
Belfast, Ireland, has established at Pau, France, 
a hospital of 50 beds, with 3 surgeons and 10 
nurses. 


‘*With the shifting of the fighting toward the 
channel, Folkestone has become a very impor- 
tant hospital point for the Allies. A Red Cross 
ship lies here most of the time and makes daily 
trips to Calais for the injured. Many of the 
large hotels there have been converted into hos- 
pitals and others will probably be taken very 
shortly, as it is necessary that more beds be 
placed at the disposal of the seriously wounded 
who are not able to make a long trip by rail 
after coming across the channel. 

‘‘With the abandonment of Ostend by the 
Allies, all the Belgian wounded quartered there 
came to Shorneliff and the other hospitals at 
Folkestone. One large hotel also was turned over 
entirely to Belgians that they might be under 
the eare of nurses and doctors who understood 
their language.”’ 

‘*Hospital trains are provided daily to meet 
the Red Cross ship, and all the injured who can 
travel without danger are taken to hospitals as 
near their homes as possible. The Red Cross 
ambulance corps has its headquarters at a hotel 
on the quay, and motor ambulances are kept on 
the quay to transport any injured soldiers who 
arrive on any of the regular boats from Bou- 
logne or Calais. When the Red Cross ship starts 
across the channel on its daily trip several 
motor ambulances are taken tor use on the 
other shore. Surgeons and nurses from the hos- 
pitals here also make the trip to Calais that they 
may observe all cases carefully and get full re- 
ports from the doctors who have had charge of 
the soldiers in France.’’ 


Casualties among British medical officers at 
the front have already been numerous. One par- 
ticularly heroic death reported was that of Dr. 
J. Laidlaw Huggan, of Jedburgh, Scotland, an 
assistant surgeon in the Coldstream Guards, 
who was killed at the battle of the Aisne on 
Sept. 16 in the discharge of duty. 

‘“‘He organized and led a party of volunteers, 
whereby a number of wounded were all safely 
removed from a barn that had been set on fire by 


a German shell. The operations were conducted 
under a heavy shell fire, and the suecess of the 


enterprise was entirely due to the personal gal- 
lantry of Dr. Huggan.’’ 

For this action Dr. Huggan was recommended 
for the Victoria Cross. 

First-hand accounts of surgical conditions in 
the field are already appearing in foreign med- 
ical journals. The Lancet of Oct. 17 says:— 

‘‘Of those who came from the front after the 
battle of Mons and during the retreat the ma- 
jority suffered from general exhaustion, want of 
rest, and foot-soreness rather than from wounds, 
and rest and care worked immediate restoration 
in the majority of cases. Of those who came 
after the battles of the Marne and the Aisne, 
nearly all were suffering from shell and bullet 
wounds, the number of the former greatly pre- 
ponderating, this observation thus exactly bear- 
ing out Mr. Makin’s statement of the position in 
the French hospitals. The striking point, said 
our informant, was the extraordinarily good 
condition in which the men arrived and the care- 
ful and cleanly nature of the dressings. Con- 
siderably less than 10% of any suppurating 
wounds came under his notice, which is grati- 
fying information taken in connection with the 
comparatively large proportion of shrapnel in- 
juries. Rapid healing has taken place in many 
cases and the men soon regained their general 
health. On inquiry from them it became evi- 
dent that every possible opportunity had been 
taken during their transport to change the 
dressings, and the commissariat arrangements 
appear to have been admirable, the men express- 
ing themselves, as having been well fed all 
through thir long journey of several days.”’ 

The following extract from a letter by Dr. 
Alexis Carrel at Lyons, France, was published 
in a recent issue of the British Medical Journal: 


‘‘T am in my own city. Mobilized, naturally. 
I am in the Hétel-Dieu in the Department of 
Surgery. I have more than a thousand wounded 
to look after. My patients are the first who 
came under fire. They are those who in Haute 
Alsace completed with the bayonet the work of 
the mitrailleuse. Fortunately the wounds are 
not very serious. In all, the wounded in Lyons 
are about 12,000, distributed among forty-two 
hospitals; in the district there are 25,000 more. 
Having regard to the tremendous number of 
combatants, the number of wounded up to the 
present is not, so far as our army is concerned, 
very heavy and the mortality is very low. In 
my hospital of 2,000 men, hardly 20 have died 
of their wounds. Besides, our wounded go back 
in great numbers to the front, and thus our army 
goes on acquiring as time goes on soldiers who 
know what taking cover under fire means.”’ 


An Italian newspaper, quoted by II Policlin- 
ico comments on the medical service of the Ger- 
man navy :— 


‘“‘The experience of recent naval warfare 
shows that the number of killed in modern sea 
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fights is 5% and that of ein dae 15% 
The sailors of the German navy are trained not 
only in the transport of wounded men, but 


also in first aid, for which at various stations | 


sterilized bandages and dressings are provided. 
The appliances include light splints for frac- 
tured limbs and elastic bandages for the arrest 
of profuse hemorrhage. The sailors are also 
trained in the performance of artificial respi- 
ration. There is a service of carriers of wound- 
ed attached to the hospitals. In smaller ships 
with only one surgeon there is a ward for first 
dressing and immediate treatment, whilst a sec- 
ond ward is kept in reserve in case the other is 
destroyed. Battleships carry three surgeons, 
who give immediate attention to all eases. 
Only the most urgent operations, such as the 
arrest of hemorrhage, necessary amputations, 
and tracheotomy, are done on the battleships, 
though to this list laparotomy is added. All 
wounded men in a condition to be transported 
are sent as soon as possible to the hospital ship.’’ 


RESOLUTION. 


AT a meeting of the Executive Committee of 
the Trustees of the Clifton Springs Sanitarium, 
held Thursday, October 29, the following Reso- 


lution was passed, which the secretary was di-| 
rected to send to the Boston Mxpicau AND Sur- | 


GICAL JOURNAL. 

Resolved, That in recording the sad and sud- | 
den departure from among us of our late Super- | 
intendent, Dr. James G. Mumford, the Exeeu- 
tive Committee, in behalf of the Board of Trus- 
tees, place upon the Minutes, their high appre- 
ciation of the scientific attainments and profes- | 
sional reputation which he brought to the serv- 
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| the examinations, sicialiaiieain must be completed and 
in possession of the Adjutant-General at least three 
weeks before the date of examination. Early atten- 
tion is therefore enjoined upon all intending appli- 
eants. There are at present twenty vacancies in the 
Medical Corps of the Army. 


NOTICES. 


Dr. Edwin W. Gehring, of Portland, Me., was nomi- 
nated on Oct. 28 as a member of the Maine State 
Board of Health. 


RECENT DEATHS. 


Dr. Francis LESTER Bascock, who died of cerebral 
hemorrhage on Oct. 27 at East Dedham, Mass., was 
born in Moedfield, Mass., on June 12, 1849. He re- 
ceived the degree of M.D. in 1879 from the Boston 
University Medical School, and immediately settled 
at Dedham, where he continued active in the practise 
of his profession until his death. He was long a mem- 
ber of the local board of health, and for ten years 
visiting physician to the Norfolk County Home at 
Dedham. He was a member of the American Insti- 
tute of Homeopathy, of the Massachusetts Homeo- 
pathic Medical Society, and of the Dedham Medical 
Club. He is survived by his widow and by one 
daughter. 

Dr. WALTER B. GREEN, of Trenton, N. J., son of the 
late Judge Edward T. Green, died suddenly at Hope- 
well, N. J., on October 26. He was graduated from 
the medical department of the University of Pennsyl- 
vania in 1886. 

Dr. GEorGE LIVINGSTON PEABODY. who died on Oct. 
30 at Newport, R. I., was born in New York City on 
Aug. 25, 1850. He received the degree of A.M. in 1870 
from Columbia University, and that of M.D. in 1873. 
He was for many years a professor in the university 
and on the staff of the New York, Roosevelt, Bellevue 
and St. Luke’s hospitals. He was a member of the 
Association of American Physicians, the New York 
Academy of Medicine, and the New York Practition- 
ers’ Society. He is survived by his widow. 


ice of the Sanitarium, and expresses its pro-| 


found sympathy with the bereaved widow in her | 
sore affliction. 
M. E. Foster, Secretary. 


ARMY MEDICAL CORPS EXAMINATIONS. 

The Surgeon-General of the Army announces that 
preliminary examinations for appointment of First 
Lieutenants in the Army Medical Corps will be held | 
on January 11, 1915, at points to be hereafter desig- 

nated. 

Full information concerning those examinations can 
be procured upon application to the “Surgeon General, 
U. S. Army, Washington, D. C.” The essential re- 
quirements to secure an invitation are that the appli- 

cant omag— be a citizen of the United States, shall be 
between 22 and 30 years of age, a graduate of a medi- 
cal school legally authorized to confer the degree of Doc- 


tor of Medicine, shall be of good moral character and | 
habits, and shall have had at least one year’s hospital | 


training as an interne, after graduation. The exami- 


nations will be held simultaneously throughout the | 


country at points where boards can be convened. Due 
consideration will be given to localities from which 
applications are received, in order to lessen the travel- 
ling expenses of applicants as much as possible. 

In order to perfect all necessary arrangements for 


BOOKS AND PAMPHLETS RECEIVED. 


A Laboratory Manual of Qualitative Chemical 
Analysis for Students of Medicine, Dentistry and 
Pharmacy, by A. R. Bliss, Jr., Ph.G., ete. W. B. 
Saunders Company. 1914. 

Abdominal Operations, Vols. 1 and 2, by Sir Berke- 
|ley Moynihan, M.S. Third Edition. W. B. Saunders 
| Company. 1914. 
| Local ~~ Regional Anesthesia, by Carroll W. Allen, 
IMD. W. Saunders Company. 1914. 

_ Medical by Elmer D. Brothers, B.S. 
. V. Mosby Co. 1914. 

Chemistry and Toxicology for Nurses, by Philip 
| Asher, Ph.G. W. B. Saunders Company, 1914. 

A Manual of Diseases of the Nose, Throat and Ear, 
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